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5The fundamental principle which sustains and underlies this document is that high quality and safe
hospital services must be available to patients at all times. This necessitates that:
 A fully trained doctor shall be available to all hospital patients when necessary.
 The patient is entitled to the highest quality service within the available resources and resources
must be used in the most efficient and effective manner possible.
In response to the principles, requirements and aims set out in Section 3 of this Report, Forum
members have articulated common themes. These include
 The delivery of a consistent, high quality, patient-centred service
 The need to further resource the acute hospital sector
 The need to restructure the hospital medical workforce
The need to measure and assess the performance of both hospitals and doctors
Members of the Forum have acknowledged that these themes are interlinked. Additional resourcing of
hospitals is linked both to service needs and reform of the hospital medical workforce, will be focused
on improving patient care, and must facilitate evaluation of both institutional and workforce
performance. Recommendations are set out in detail in Section 9 of this report.
The precise mechanism through which these recommendations are implemented, and in particular,
the specific model on which workforce reform will be centred has been the subject of extensive
consideration by the Forum. All parties recognise that detailed implementation strategies will be
required if the recommendations in this report are to be fully realised. The Forum has however,
established guidelines within which reform of the hospital medical workforce will take place. These
guidelines draw on submissions from each party to the Forum. They have significant structural
implications, will be supported by investment in support services, and recognise the diverse needs of
a mix of public and private hospital services.
The Forum’s recommendations are intended to improve quality of care for patients in public hospitals.
The Forum has also proposed the establishment of a project group. The Project Group’s task will be
to plan and conduct an assessment of the measures necessary for improvement of services to public
patients through effective implementation of the Forum’s recommendations. A number of hospital sites
will be identified for participation in the assessment.
Over the next five years, the environment within which changes in hospital medical staffing will take
place will be shaped by the capital investment of £2 billion in Irish health care services. This
represents a trebling of the capital investment for health care as compared to the period 1993 - 99,
and presents both opportunities and challenges.
Working in partnership, participants to the Medical Manpower Forum have sought to develop policies
that will shape the distribution of significant resources within the acute hospital sector.
EXECUTIVE SUMMARY
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1.1 INTRODUCTION
Over the past two decades, the medical manpower debate has identified problems with the current
hospital medical manpower system as follows: - uneven distribution of hospital staff, too many
trainees, too few trained staff – limited availability of senior clinical decision making, shortages in
particular specialties, bulges and bottlenecks in the career structure, problems with out of hours cover,
and difficulties with the level of medical cover which have impacted on the delivery of accident and
emergency services.
1.2 ESTABLISHMENT AND TERMS OF REFERENCE
The proposals for change which emerged from the debate were put in context with the announcement
by the Minister for Health and Children on 7th May 1998 of the establishment of the Forum on Medical
Manpower to develop a programme of action to deliver changes necessary in this area.
The purpose of the Forum was to: “facilitate the development and implementation of a comprehensive
Manpower policy relating to training, career structure, and service delivery, designed to address the
problems that have been identified.”
The Minister stated that “new initiatives are required relating to career structure and service delivery. I
want the Forum to consider particularly ways to create better careers for young doctors, to reduce the
need for so many of our doctors to emigrate after qualification, to improve post-graduate medical
training and to effect improvements in the delivery of medical care to patients.”
Established to oversee and co-ordinate the work of the two working groups referred to below; the
Forum, in taking account of the deliberations of these groups, made recommendations on future
policy and practice to the Minister.
1.3 MEMBERSHIP OF THE MEDICAL MANPOWER FORUM
Mr. Jerry O’Dwyer, Secretary General, Department of Health & Children
(Mr Michael Kelly replaced Mr O’Dwyer in January 2000)
Professor Gerard Bury, President,
The Medical Council
Professor Brendan Drumm,
Chairman, Comhairle na nOspidéal
Dr. Michael Dunne,
Irish College of General Practitioners
Dr. Anthony J. Hynes,
President, Irish Medical Organisation *
Dr. Brian Keogh, President,
Royal College of Physicians of Ireland
Dr. Jim Kiely, Chief Medical Officer,
Department of Health & Children
Dr. David Lillis, President,
Irish Hospital Consultants Association
Professor Gerard Loftus, Chairman,
Postgraduate Medical & Dental Board
Professor Barry O’Donnell, President,
Royal College of Surgeons in Ireland
7
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8Nominees of the Chief Executive Officers of the Health Boards:
Mr. Denis Doherty, Chief Executive Officer, Midland Health Board
Mr. Donal O’Shea, Regional Chief Executive, Eastern Regional Health Authority
Representatives of the Voluntary Hospitals:
Mr. Michael Lenehan, Secretary Manager, National Maternity Hospital
Mr. John O’Brien, Chief Executive Officer, St James’s Hospital
*Dr. Fenton Howell replaced Dr. A. J. Hynes in March 1999 on his election as President of the IMO
1.4 DRAFTING OF FORUM REPORT
Along with the two working groups, the following officials also participated in the work of the Forum
and contributed to the drafting of the Report.
Department of Health & Children
Mr. Frank Ahern, Director of Personnel Management & Development,
Mr. Brendan Phelan, Principal Officer,
Ms. Maureen Flynn, Nurse Research Officer, Nursing Policy Division
Mr. Pat O’Byrne, Assistant Principal, DOH&C was appointed Secretary to the Forum
Comhairle na nOspidéal
Mr. Tommie Martin, Chief Officer,
Mr. Andrew Condon, Higher Executive Officer, Assistant Secretary to Forum
Postgraduate Medical & Dental Board
Mr. John Gloster, Chief Officer.
Dr. Edna Roche was commissioned by the Forum to carry out a survey of NCHD attitudes and prepare
a report on such for the Forum.
1.5 FORUM WORKING GROUPS
The terms of reference and membership of the two working groups of the forum were as follows:
Working Group 1 – Structures
“To examine the current medical workforce in the acute hospital system, to examine the balance
between consultants and training grades and to make recommendations in regard to the future
structures of the workforce, having regard to the service requirements of acute hospitals and the work
already carried out in this respect.”
The Structures Working Group met four times between July and December 1998. It considered a
variety of reports which identified issues relating to the provision of hospital services and the
organisation of the medical workforce. The Structures Group agreed “that there should be a significant
increase in consultant numbers. Such an increase will enable significant changes in work practices in
particular an increased complement of consultants working shift systems”. At this point the Forum
began to focus on issues similar to those being addressed by the Structures Group and meetings of
the Structures Group were suspended.
Membership of Working Group - Structures
Dr. Jim Kiely, Chief Medical Officer,
Department of Health & Children, (Chairperson)
Dr. Neil Brennan, Consultant Physician,
Mercy Hospital, Cork
Professor Gerard Bury, President,
The Medical Council
Dr. John Devlin, Deputy Chief Medical Officer, Department of Health & Children
Dr. Lynda Hamilton,
Irish College of General Practitioners
Dr. Mary Hynes, Director of Public Health, Western Health Board
Professor Frank Keane,
Royal College of Surgeons in Ireland
Dr. Richard Liston, Consultant in Geriatric Medicine, Tralee General Hospital,
Mr. Tony McNamara, General Manager,
Cork University Hospital
Mr. Tommie Martin, Chief Officer,
Comhairle na nOspidéal
Dr. James Masterson, Consultant Radiologist, St Vincent’s Hospital, Elm Park
Dr. John Murphy, Treasurer,
Royal College of Physicians of Ireland
Dr. Eleanor Molloy, NCHD,
Our Lady’s Hospital for Sick Children, Crumlin
Dr. Veronica O’Donoghue,
Consultant Radiologist,
Children’s Hospital, Temple St
Dr. Donal Ormonde, Consultant Radiologist, Waterford Regional Hospital
Mr. Pat Plunkett, Accident & Emergency Consultant, St James’s Hospital, Dublin
Dr. Dermot Power, NCHD,
Mater Hospital, Dublin
Mr. Michael Redmond, Secretary Manager, Orthopaedic Hospital of Ireland, Clontarf
Ms. Peta Taaffe, Chief Nursing Officer, Department of Health & Children
Dr. Laura Viani, Consultant E.N.T Surgeon, Beaumont Hospital, Dublin.
Working Group 2 - Training
“To examine the current organisation and content of postgraduate medical training as it applies to
acute hospitals and to make recommendations on the future objectives and organisation of
postgraduate medical training, having due regard to recommendations of the working group on the
future structures of the medical workforce in the hospital system (Working Group 1)”.
The Training Group met initially in July 1998 and continued to meet until February 2000. Its
deliberations informed the thinking of the Forum regarding postgraduate medical training and related
issues. The recommendations of the Forum which specifically relate to training are set out in Sections
9.6 - 9.14 of this Report.
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Membership of Working Group – Training
Dr. Jim Kiely, Chief Medical Officer,
Department of Health & Children, (Chairperson)
Mr. Patrick Broe, Consultant Surgeon,
Beaumont Hospital, Dublin
Dr. Mary Cahill, Consultant Haematologist,
Limerick Regional Hospital
Dr. Patricia Crowley,
Consultant Obstetrician / Gynaecologist,
Coombe Hospital
Dr. Joan Daly, Consultant Psychiatrist,
St Canice’s Hospital, Kilkenny
Dr. John Devlin, Deputy Chief Medical Officer,
Department of Health & Children
Dr Patrick Finnegan, Consultant Physician,
University College Hospital, Galway
Mr. John Gloster, Chief Officer,
Postgraduate Medical & Dental Board
Dr. John Kellet, Consultant Physician,
St Joseph’s Hospital, Nenagh
Ms. Eilis McGovern,
Consultant Cardiac Surgeon,
St James’s Hospital
Prof. T. J. McKenna, Registrar,
The Royal College of Physicians of Ireland
Dr. Patrick McKiernan,
Consultant Physician,
Wexford General Hospital
Dr. Ambrose McLoughlin,
Deputy CEO, North Eastern Health Board
Mr. Ray McLoughlin, NCHD,
Our Lady of Lourdes Hospital, Drogheda
Mr. Kevin Moran, Consultant Surgeon,
Letterkenny General Hospital
Dr. Mary O’Hanlon, A/Chief Psychiatrist,
St Fintan’s, Portlaoise
Dr. Dela Osthoff, NCHD,
St Anne’s Children’s Centre, Galway
Dr. Martin Rouse, General Practitioner,
Clonmel, Co. Tipperary
Ms Clare Tyrell, Beaumont Hospital,
Secretary to the Working Group.
Designed to function as an inclusive body, the Forum operated as a mechanism which enabled
members to address and resolve problems collectively. The membership of the Forum allowed the
various representatives of the Irish medical system to participate in, and contribute to a constructive
resolution of the differing aspects of the hospital medical staffing debate. In the context of the Forum,
representation implied a commitment to achieve consensus. The deliberations of the Working Groups
on Structures and Training facilitated further analysis and development of policies at the Forum.
The primary concern of the Minister and the Department of Health & Children is to improve the quality
of patient care. The Medical Manpower Forum sought to propose policies that maintain and improve
patient care while providing a satisfactory working environment and career structure for hospital
doctors. As a basic principle, it accepted that all patients should have equal access to hospital
medical services and that the diagnosis and treatment of patients should be the responsibility of fully
trained doctors. Accordingly, an increase in the number of fully trained doctors is necessary. These
objectives must be achieved in the context of maximising available resources.
The Forum learned from and developed the proposals put forward in the Comhairle na nOspidéal
Discussion Document on the Role of the Consultant (1982), the Tierney Reports (1993 and 1996) and
the Limerick Consultative Conference (1996). Functioning as an inclusive body, the Forum enabled the
Department of Health & Children, the statutory bodies, the professional bodies representative of the
medical profession, training bodies, health boards and voluntary hospitals to participate in building an
agreed analysis of, and plausible solutions to, those problems identified in over two decades of
debate. In these terms, the Forum can be seen as part of a continuing effort to effect meaningful,
positive change.
Contributions made to the Forum during its term underlined recognition by all parties of significant,
longstanding, hospital medical staffing problems, and a commensurate desire to facilitate a resolution
of those problems. While the primary concern of all involved is an improvement in patient care in our
hospitals, all agreed that this would best take place in the context of reformed, and enhanced, training
and career structures for hospital doctors, certain recommendations of the Commission on Nursing
and other changes.
11
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Consultant Posts 1987 - 2001
Annual Growth in Consultant Numbers 1987 - 2001
Figure 1. Permanent Consultant posts in public hospitals 1987 - 2001
Source: Comhairle na nOspidéal Consultant Staffing Statistics January 2001
Figure 2. Annual growth in permanent consultant posts in public hospitals 1987 - 2001
Source: Comhairle na nOspidéal Consultant Staffing Statistics January 2001
Figure 3. Increases in permanent consultant posts in public hospitals since 1993 compared to
projections of the Study Group on Medical Manpower in Acute Hospitals
Source: Comhairle na nOspidéal Consultant Staffing Statistics January 2001
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3.1 HIGH QUALITY AND SAFE
HOSPITAL SERVICES
The Health Strategy (1994), which has been accepted by successive Governments, requires that
services be planned and provided in accordance with the principles of equity, quality and
accountability. The fundamental principle which sustains and underlies this document is that high
quality and safe hospital services must be available to patients at all times which necessitates that:
 A fully trained doctor shall be available to all hospital patients when necessary.
 The patient is entitled to the highest quality service within the available resources and those
resources must be used in the most efficient and effective manner possible.
3.2 FORCES DRIVING CHANGE
Underlying the work of the Forum is an acknowledgement of the nature of the forces driving change
within the hospital medical staffing system. Any solution to the hospital medical staffing debate will be
measured against both its success in resolving current staffing issues and its management of future
change. Taking account of the principles set out above, a solution must address:
 The need for more and much earlier opportunities for fully trained doctors to take on responsibility
commensurate with their training, experience and expertise
 The requirement for more fully trained doctors
 The need to enhance postgraduate training arrangements to enable the system to compete
realistically with training arrangements in other countries
 The need to give a higher priority to the development and maintenance of research opportunities
 The requirement for greater flexibility in employment arrangements to match need and availability
 The competent discharge of an increasingly high volume of work arising from demographic and
other changes
 The apparent inequalities of opportunity highlighted by the changing gender composition of the
medical profession
 The implications of the introduction of audit, revalidation and accreditation
 The recommendations of the “Report of The Commission on Nursing: A blueprint for the future”. The
creation of Clinical Nurse Specialist (C.N.S) and Advanced Nurse Practitioner (A.N.P) posts
together with changes in professions allied to medicine will have significant impact on work
practices in Irish hospitals.
3.3 IN ORDER TO MEET THESE REQUIREMENTS, THE FORUM, IN ITS
RECOMMENDATIONS, AIMS TO:
 ensure that there are sufficient doctors with appropriate training and expertise employed in relevant
specialties and disciplines to meet the needs of the patients in the public hospital system at any
given time.
 provide for comprehensive teaching, training, and research opportunities for doctors in public
hospitals to continue to reach and maintain appropriate standards of professional competence.
 recognise the important role played by hospitals in the provision of training for primary care, for
doctors and specialists working exclusively in private hospitals and the need to continue and
accommodate such training.
15
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 ensure a professionally satisfying career structure which is capable of attracting and retaining
sufficient doctors to meet the established needs of the hospital medical system.
 develop flexible training, career, and employment structures which meet the needs of both male
and female doctors.
 ensure that medical education is continuous so as to keep abreast of developments and maintain
competence.
 develop an appropriate employment and superannuation structure designed to support change.
4.1 CHARTER FOR HOSPITAL PATIENTS
The Charter of Rights for Hospital Patients adopted by the Department of Health & Children in 1991
established a series of rights and standards of service which patients are entitled to within the Irish
public hospital system. The Charter sets a context within which hospitals and other health service
providers should listen to and act on people’s views and needs, set clear standards of service, and
provide services that meet those standards.
4.2 LEGISLATIVE REFORM
In recent years, the introduction of the Charter has been paralleled by a number of legislative reforms
centred on the rights of the citizen. The Data Protection, Consumer Protection, Freedom of Information
and Equal Status Acts represent a continuing process of legislative and social reform grounded in
concepts of equal status and individual rights. In this environment, the relationship between patients,
hospitals, and the state has grown to the extent that there is recognition at multiple levels within the
health sector of the needs, requirements, and rights of patients.
Patient need is central to the delivery of quality hospital services. Increasingly, hospitals must address
patients’ expectations of better and more accessible services, greater responsiveness, and improved
levels of physical care and comfort. Acknowledging that the patient is no longer a passive recipient of
hospital care, but can be seen to some extent as a “consumer” or “client” of hospital services is
important. However, the relationship between hospitals and patients differs from client/provider
relationships and hospitals need to be aware of the unequal nature of this relationship if the patient is
to fully exercise his/her rights.
4.3 PATIENT EXPECTATIONS
Every patient is entitled to the best diagnosis, treatment, and care - appropriate to his / her condition -
which the health services can provide. There is therefore, a premium on using, to the fullest possible
extent, the highest levels of expertise available and ensuring that these are adjusted in line with patient
need and technological possibilities.
As healthcare issues move higher up the political agenda, the public are increasingly aware of
potential inequalities and shortcomings in the public hospital system. They are also going to be much
more aware of developments in medicine - both pharmaceutical and technological - and will be able
to articulate their rights as a partner in decision making on treatment and care strategies. The
challenge for health board and public voluntary hospitals is to provide and to be seen to provide a
good and equitable level of care to all patients.
4.4 PRINCIPLES
The Midland Health Board, in its 1998 Annual Report, and the U.K. National Health Service in their
Patient’s Charter, both set out a number of principles which can be applied to the delivery of hospital
services. Services should be:
Equitable – Everyone has the right to receive treatment and care on the basis of clinical need,
irrespective of income, gender, race, religious affiliation, sexual orientation, place of residence or any
other factor.
Accessible – Everyone should have ready access to the hospital services they need, when they need
them. In particular, all hospital medical services should be accessible to both public and private
patients.
Effective – Hospital services should be organised to ensure that each patient gets the best possible
result from his or her treatment and care.
17
PATIENTS4
18
Efficient – Hospital services should be organised and delivered in a way that gives best value for
money.
Appropriate – Hospital services should help patients to avoid developing unnecessary dependency
on services or institutions, and be flexible enough to cope with the need for change.
Responsive – Hospital services should meet the needs and entitlements of users.
Dignified – Hospital services should reflect the standards of courtesy, confidentiality, and respect for
the privacy, dignity, religious and cultural beliefs of individuals that society expects of a caring service.
Farsighted – Hospital services should, in implementing their various programmes, have regard to
opportunities to improve the health of the community.
4.5 ACTION BY HOSPITALS
The Charter of Rights for Hospital Patients provides a context within which hospitals can create their
own Charters, or Statements on Patient Rights.
These could include:
 What care public patients can expect in the treatment of different diseases and medical conditions
 Where and from what departments they can expect to receive this care
 Communication strategies that keep patients fully informed of the progress of their care
 The average waiting times for different types of treatment
 Their rights as patients under the Charter of Rights for Hospital Patients
 A procedure for feedback of patient concerns to hospital management and relevant clinicians
 A procedure detailing how hospital management and relevant clinicians respond to such feedback.
5.1 INTRODUCTION
Members of the Forum acknowledge the problems arising from the current hospital medical staffing
structure. These include inappropriate staffing, limited availability of senior clinical decision-making,
and increasing specialisation. Emergency admissions to acute general hospitals have grown to two-
thirds of all admissions.
Figure 4. Emergency Admissions to public hospitals as a percentage of total admissions 1994 – 1997.
Source: Department of Health & Children
Figure 5. Elective admissions to public hospitals as a percentage of total admissions 1994 – 1997.
Source: Department of Health & Children
5.2 FRONTLINE SERVICES
Frontline services are mainly provided by NCHDs in temporary positions, many of whom are in the
early stages of their training or not in formal training posts. Long waiting times, additional tests,
referrals to other junior doctors and a reluctance to seek senior opinion at times have serious
implications for both diagnosis and treatment of the patient. While other factors apply also, this
contributes, in varying degrees, to patients having to remain in the A&E Department for lengthy
periods or being kept in acute beds longer than is necessary with the consequence that other patients
in need are not able to secure beds. Outpatient Clinics experience similar problems in treating
patients, and are often characterised by prolonged waiting times, patients with chronic conditions
being seen/reviewed over a lengthy period by a succession of junior doctors, and excessive recall
practices. The implications for resource deployment in the context of maximising finite funding are
evident.
5.3 PUBLIC / PRIVATE MIX
Over 40% of the population have private medical insurance; about half of these avail of private beds in
public hospitals, particularly for emergency and complex elective procedures. About 600 consultants
19
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Emergency Admissions as
% total Admissions 1994-97
Elective Admissions as % total 1994-97
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from the public hospitals and 150 private specialists deliver medical care in private hospitals – with the
support of minimal numbers of NCHDs (35 approx). Half of the private care is provided in public
hospitals and, in addition, significantly more than half of the complex private caseload. The vast
majority of emergency care for patients holding private medical insurance is provided in public
hospitals.
In looking at the medical cover in public hospitals, the mix of public / private patients must be taken
into account. Existing contractual arrangements for public consultants envisage most of them
undertaking both public and private commitments in the public hospitals while about 37% are entitled
- via Category 2 Contracts - to work in private hospitals. Three quarters of Category 2 contract holders
work in hospitals in Dublin. Consultant remuneration is geographically weighted – highest in the MHB,
WHB and NWHB, second highest in the SHB, MWHB, NEHB and SEHB, and lowest in the ERHA area.
While a mix of public and private hospital services is recognised as Government policy, it is important
that principles of justice and equity remain central to the delivery of patient care.
5.4 STAFFING MIX
The Forum noted the need to take account of the following to achieve an equitable service for public
patients:
 Underlying the provision of high quality and safe hospital services is the requirement that patient
care is delivered by appropriately trained doctors twenty-four hours a day, seven days a week.
 The only hospital medical grade whose members have clinical autonomy is the consultant. Delivery
of care is supported by a variety of hospital personnel including doctors in training. Hospitals have
a clear and demonstrable need for trained doctors, capable of implementing clinical, diagnostic,
referral and treatment protocols which ensure proficient and effective treatment of patients.
Category 1 & 2 distribution by Health Board Area
at 1st January 2001
Figure 6. Distribution of Consultants holding Category 1 and 2 Consultant Contracts
Source: Comhairle na nOspidéal Consultant Staffing Statistics January 2001
 The current balance between fully trained and partially trained doctors is not beneficial to optimal
patient care and for some doctors can result in heavy workloads.
 While doctors in training can play a role in service delivery commensurate with their level of skill
and experience, providing appropriate patient care is the primary responsibility of trained doctors.
 Given that there has been no change in relevant contractual arrangements, little if any improvement
has taken place in the delivery of out of hours hospital services since the publication in 1993 of the
Discussion Document entitled “Medical Manpower in Acute Hospitals” (Tierney Report).
Since the publication of the Tierney Report in early 1993, the consultant workforce has increased by
one third ie 390 posts, while the number of non-consultant hospital doctors has increased by about
900, thereby perpetuating the position where there are on average two NCHDs for every consultant
in the Irish public hospital system. Both the ratios and the number of hospital doctors in each
grade vary - in some instances significantly - not just between different hospitals and different
specialties, but also between similar size hospitals and units. Appendix D sets out consultant and
NCHD staffing in public hospitals in Ireland at 1st January 2001.
5.5 GAP IN THE AGE PROFILE OF HOSPITAL DOCTORS
The vast majority of consultants (80%) are aged 40 or over, while most NCHDs are in their mid to late
twenties or early thirties. Consequently, there are relatively few fully trained hospital doctors in Ireland
in their thirties – normally a highly productive age cohort. In many cases, this vital cohort is missing
and working abroad with little immediate prospect of returning to a consultant post in Ireland. This
phenomenon is set to increase as the shorter, more structured continuum of training develops unless
corrective measures are taken.
5.6 THE RATIO OF TRAINED DOCTORS TO DOCTORS IN TRAINING
Under present arrangements, issues such as the imminent decreases in the number of non-EU
NCHDs coming to work in Ireland and the anticipated reduction in NCHD working hours in future years
will have a significant impact on the Irish hospital medical staffing system and need to be addressed.
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Note: Statistics are drawn from the Comhairle na nOspidéal Consultant Staffing Statistics of January 2001 and the
Postgraduate Medical & Dental Boards Survey of Approved NCHD Staffing at October 2000. NCHD statistics for Medicine
and Surgery have been amended to include Intern posts.
Table 1. Consultant & NCHD Staffing at 1st January 2001
SUMMARY OF CONSULTANT & NCHD STAFFING AT 1st JANUARY 2001
Specialty Group Permanent Approved Total Consultant to
Consultant NCHD Posts Hospital NCHD Ratio
Posts Doctors
Accident & Emergency 21 208 229 1 : 9.9
Anaesthesia 240 277 517 1 : 1.2
Intensive Care 1 0 1
Medicine 284 943 1227 1 : 3.3
Obstetrics & Gynaecology 89 173 262 1 : 1.9
Paediatrics 84 235 319 1 : 2.8
Pathology 140 81 221 1 : 0.6
Psychiatry 246 374 620 1 : 1.5
Radiology 147 53 200 1 : 0.3
Surgery 308 894 1202 1 : 2.9
Total 1560 3238 4798 1 : 2.1
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5.7 POSTGRADUATE MEDICAL TRAINING
Until now, lack of continuity in training programmes has diffused training over lengthy periods, often
with gaps between different periods of training. This has resulted in the average age on appointment
to consultant posts remaining constant over the past two decades at about 38 years. Shorter, more
focused training, together with earlier and increased access to career opportunities must be
incorporated into any new medical staffing structure.
The Forum supports the move towards shorter, more focused training programmes currently being
implemented in most specialties. Appropriately timed opportunities for career progression must also
be devised which further complement patient care.
Significant numbers of aspiring consultants and general practitioners migrate to the UK or North
America for training purposes and are lost – in many cases permanently - to the Irish hospital system.
A new medical workforce initiative must offer opportunities to these doctors to spend a greater part of
their training and subsequent careers in Ireland. Doctors in training, should, as appropriate and
necessary, be facilitated in spending a portion of their training abroad, enabling them to acquire skills
for use in Ireland. Hospitals will continue training doctors for primary care. While a reduction in the
number of non-EU doctors is likely to occur, Ireland is committed to providing suitable training
opportunities for these doctors.
5.8 SPECIALISATION
Increasing specialisation in training has major implications for service provision not just in small and
medium sized hospitals but also at the major hospitals, particularly in respect of emergency care.
While the trend towards greater specialisation is valuable, a larger generalist component is needed in
postgraduate medical training if modern hospitals are to deal more effectively with the general medical
and surgical cases that represent the majority of patients in Irish hospitals. Most patients who present
at hospitals have problems of a general nature and the medical staffing arrangements should reflect
this need. Appendix B sets out data on admission rates and casemix.
Figure 7. Ratio of Junior Doctors to Consultants in Ireland and England 1984 - 1998
(this figure does not include career grade doctors in the NHS – 17% of the total)
Source: Postgraduate Medical & Dental Board and NHS UK
Ratio of Junior Doctors to consultants Ireland and England 1984-98
5.9 SPECIALIST REGISTER
A Register of Medical Specialists was established by the Medical Council in January 1997. A Specialist
is defined by the Medical Council as “ …an independent practitioner who has completed training and
requires no further training to practice independently in a specialty.” Inclusion on the Specialist Register
in most hospital specialties will require 2 years of general professional / basic specialist training
followed by about 4-6 years of higher specialist training. The duration varies from specialty to
specialty.
While inclusion in the Specialist Register of itself will not confer any employment rights, it raises the
issue of whether a qualified specialist can or will want to continue as an NCHD. While doctors will have
achieved specialist status in their early thirties, they will have reached their late thirties before acquiring
a consultant post in current circumstances. The advent of a cohort of qualified specialists in their early
thirties is likely to produce pressure for permanent career appointments at an earlier stage than
heretofore. There is therefore, a need to determine how these trained doctors can be fully utilised
within the system and accommodated within a career structure. Under the current system, satisfactory
completion of specialist training and inclusion on the Register of Specialists is no guarantee of a
consultant post. However, if large numbers of qualified specialists emerge - as seems likely on current
trends - vacancies arising from the present number of consultant posts will not accommodate many of
them.
5.10 HOSPITAL CLUSTERS
In the context of the delivery of a comprehensive, high quality service to patients and co-ordinated
training programmes to doctors; there is an increasing need for hospitals to form coherent groups /
clusters. Action in this area will facilitate development of complementary skills, staff rotation, joint
departments, and regional networks.
5.11 POPULATION TRENDS AND PROJECTIONS
In 1996 the population of the state stood at 3.65 million. In 1999 the Central Statistics Office estimated
the population of the State at 3.74 million and projected it to exceed 4 million by 2006 if current
migration and fertility patterns continued. By 2011 the population is projected to be in the range of 4 to
4.3 million. While it is estimated that the number of births will decline, the number of old persons is
expected to double, and the labour force is expected to grow to 2 million by 2011.
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6.1 INTRODUCTION
Since the first meeting of the Forum, the hospital medical staffing debate has developed in an
environment shaped by contributions from agencies responsible for funding, employing, training,
regulating, or representing doctors, as well as policy initiatives by individuals, published documents,
and articles and reports in the medical and national press. Resolution of those issues facing the
Forum has entailed a broadening of the practice of partnership between the Department of Health &
Children and other statutory bodies, health service providers, training bodies and the medical
organisations.
6.2 CHALLENGE FOR FORUM
The challenge for the Medical Manpower Forum was not just to propose change, but rather to create
an agreed mechanism which harnessed the consensus within the Forum on the need for change.
While different solutions to the hospital medical staffing problem were proposed, members of the
Forum sought to collaborate in building a model for the future medical staffing of hospitals that
integrated appropriate elements of those solutions. Papers submitted to the Forum focused on a
number of common issues, however, they advocated divergent responses:
 The Department of Health and Children, tabled three successive documents on “Hospital
Medical Staffing”. The Department’s proposals for solving those problems that were identified
evolved in the context of the Forum’s deliberations. These included proposals on defining the role
of doctors, the role of consultants, clinicians in management, training, audit, accreditation,
Continuing Medical Education, Continuing Professional Development, networks, women in
medicine, part-time and flexible working, the creation of more consultant posts, change in the
consultant contract, the introduction of a new category of consultant, and the development of posts
of Clinical Director / Head of Department.
 Comhairle na nOspidéal established a Committee on Hospital Medical Staffing, and engaged in
discussions with Wexford General Hospital and the South-Eastern Health Board with a view to
developing in a practical context, an improved hospital medical staffing structure. Comhairle’s
annual statistical report outlined that in January 2001, there were 1560 consultant posts in the
public sector in Ireland, a net increase of 120 posts (8%) on the previous year. This compares with
52 new posts in 1999, 61 new posts in 1998; 35 in 1997; and 22 in 1996.
In 1990 there were 1,122 consultant posts. Since then, consultant numbers have grown by 40%.
438 new posts have been created, of which 390 were in the eight years since the publication of the
discussion document “Medical Manpower in Acute Hospitals” (Tierney Report). This is five times
the rate for the previous eight-year period 1985 – 1993 when there was a net increase of 77
consultant posts. The number (1,481) projected for January 2001 in the Tierney Report has been
exceeded by 80 posts.
There is now one consultant per 2,300 population. Eight years ago the ratio was 1/3,000.
Despite the provision under the Consultant Contracts of 1991 and 1997 for creation of part-time
posts and the policy of Comhairle na nOspidéal of strongly supporting such proposals, less than
2% of consultants hold part-time or job-sharing contracts.
 The Postgraduate Medical & Dental Board published its survey of approved NCHD Staffing
Complements at 1st October 2000 which indicated that the approved NCHD complement had
increased by 16.7% since the corresponding survey of 1998, the number of non-national NCHDs
had risen to 46% of the total and the ratio of approved NCHD posts to consultant posts stood at 2 :
1, unchanged since October 1992. Since 1984, the approved complement of NCHD posts has
increased from 1795.5 to 3237.5 – an increase of 1442 (80%). The number of non-national NCHDs
has risen to more than six times the 1984 total - from 242 to 1478 or 46% of the total - while the
ratio of approved NCHD to consultant posts has changed from 1.57 : 1 in 1984 to 2.1 : 1 in 2000.
 The Medical Council’s “Proposals for Reform of the Intern Year” advocated significant structural
change in the requirements made by, and assessment of the Intern Year.
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 The Royal College of Surgeons in Ireland in “Consultant Practice and Surgical Training in the
Republic of Ireland” stated that “surgery should be performed by fully accredited and recognised
specialists”. NCHD positions should all be training posts while NCHD workload could be
redistributed to other grades of hospital staff.
 The President of the Royal College of Surgeons in Ireland in a “Memorandum Medical Work
Force”, compared Irish staffing levels to Scottish ones.
 The Royal College of Physicians of Ireland “Report to the Forum on Medical Manpower”
recommended transfer of trainee workload to consultants, part-time consultants, non-medical
personnel and nurse specialist grades; the introduction of shift work and specialist posts in certain
areas, active creation of part-time consultant posts, job plans, and stressed the importance of
study leave and C.M.E.
 The Collegiate Members Committee of the Royal College of Physicians of Ireland
“Response to the National Forum on Medical Manpower and Training” noted the concerns of
NCHDs around the creation of a hospital specialist post while proposing increases in job-sharing
and part-time posts, and the creation of a Physician’s Assistant post.
 The Irish College of General Practitioners in “ …an initial response to the deliberations of the
Forum from a GP perspective”, advocated broadening the focus of the Forum from hospital
medical manpower to medical manpower as a whole, noted the argument for a larger general
component in postgraduate training and the importance of change in the hospital environment for
successful change in career structures.
 The Irish Hospital Consultants Association in a “Motion Regarding Medical Manpower”,
passed at its E.G.M in February 1999, set out “details of the breakdown of the extra posts that
should be structured to meet the demands that will be made on our hospitals services over the
coming years”. The IHCA proposed increases in consultant numbers by 775 posts by 2007, “if it is
the policy of the Department of Health to move towards the provision of a consultant delivered
service”.
The National Council proposed that these increases were “in recognition of the increasing demand
for a consultant provided / delivered service,”. The National Council also proposed that “due regard
be had for the serious contract consequences that will require negotiation as a result of
implementing the Association’s proposals on increased consultant numbers.”
A meeting between the Department of Health & Children and the I.H.C.A on 29th April 1999
illustrated the extent of agreement between the two parties on the need to ensure the quality and
the availability of fully trained doctors. Both parties acknowledged that the appointment of more
consultants would have significant implications, both contractual and in terms of Consultant/NCHD
ratios. The importance of measuring quality and more flexible training and career structures were
also considered and the meeting concluded with an undertaking by the I.H.C.A to produce a
proposal by the end of May 1999 setting out how the objectives of the Forum might be achieved.
The document was received on 14th September 1999 and the points on which consensus
emerged are incorporated in the following chapter.
 The Irish Medical Organisation in a memorandum dated 8th December 1998, and entitled
“Hospital Specialist Grade” set out its broad objections to the establishment of a “Non-Consultant
permanent grade or Hospital Specialist grade” and suggested that “the Forum should be
concentrating on planning for a significant increase in Consultant posts over the next five years and
improvement in structured Specialist Training for NCHDs.”
A more detailed policy document was received from the Irish Medical Organisation on 29th
October 1999, key points of which are set out in Section 7.
 The Association of Hospital Chief Executives noted in a document entitled “Medical Manpower
Forum” that “a solution of simply increasing the number of consultants without revisiting the
consultant contract would not achieve significant improvement in public patients being diagnosed
and treated by fully trained doctors on a 24 hour per day, 7 day a week basis.” The document states
that the creation of whole-time and part-time consultant posts with a commitment to work on shift
would move towards a service delivered by trained doctors.
 A survey of NCHD attitudes was commissioned by the Forum, which involved interviewing and
reporting on the attitudes of NCHDs to change in the hospital medical staffing structure. The
“Report of Focus Group Interviews” with NCHDs dealt with the concerns of NCHDs about working
conditions, training and career structures. These included excessive hours of work, inappropriate
duties being done by NCHDs, lack of flexibility in career structures, poor basic salary, and poor
working conditions. Solutions offered included the introduction of shift work for consultants in the
years shortly following their appointment, protected time for training and development of consultant
teams with senior and junior consultants. The point was made that if “future appointments are not
made largely from those who pursue higher training in Ireland then over time NCHDs will reject these
training programmes and go abroad as soon as possible after internship”.
 Comparative Statistics - Ireland & Scotland
Over the course of the Forum’s work, a number of individuals and organisations recommended that
the Medical Manpower Forum consider a comparison of Scottish and Irish public hospital medical
staffing levels. In response to these suggestions, the Forum secretariat compiled a series of
statistical data which compare medical and nursing staffing levels in Ireland and Scotland. The
information is set out in Appendix C.
 Developments in Nursing
The Forum had regard to the work of the Nursing Policy Division of the Department of Health and
Children in its Study of the Nursing and Midwifery Resource.
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7.1
While each of the proposals outlined in Section 6 goes some way towards resolving the key issues in
the hospital medical staffing debate, they also served to highlight differences between the different
parties to the Forum in approaching a resolution of the issues. However, consensus within the Forum
on the merits of aspects of various proposals indicated that the development of an agreed resolution
entailed incorporating elements of each.
A number of common issues were identified in the proposals to the Forum:
7.2 THE REDUCTION IN JUNIOR HOSPITAL DOCTORS HOURS:
The gradual reduction over the next few years of NCHD working hours to 48 per week has major
implications for the way consultants and NCHDs work. It was queried whether an increase in
consultant numbers would imply that they will cover much of the work currently done by NCHDs, or
whether increases and changes in administrative and clerical support and revised work practices for
NCHDs should also be used to address future shortfalls. Consideration should be given to the new
clinical nursing roles (Clinical Nurse Specialist and Advanced Nurse Practitioner) recommended by the
Commission on Nursing (1998), and their likely impact on the delivery of hospital services.
7.3 CONTRACTION IN THE NUMBER OF NCHDS
As the revised criteria for temporary registration introduced by the Medical Council in 1997 take effect
over the next few years, the number of NCHDs - particularly non-EU NCHDs - available to the Irish
hospital system will decline. Significant gaps in service provision are also likely to arise if the number
of formal training posts are identified and aligned to future permanent medical staffing requirements.
The number of training posts required would be substantially less than the current numbers of NCHDs
- many of whom are not part of formal training programmes.
7.4 TIME SPENT BY NCHDS IN TRAINING GRADES:
The demands of service provision often impact on the quality and provision of training. Quality career
opportunities must be made available to doctors in Ireland at each stage of their training. Shorter,
more structured training would have to be accompanied by change in career structures.
7.5 FLEXIBILITY IN TRAINING:
It was argued that training within the Irish hospital medical staffing system is both too long and too
inflexible. Decisions on career direction have to be taken too soon after qualifying. It was perceived as
vital that training is made more flexible, is linked to career progression, is audited, and both full and
part-time training opportunities are made available.
7.6 MOVING TOWARDS A CONSULTANT PROVIDED SERVICE:
It was noted that the extent to which consultants can delegate procedures to NCHDs is increasingly
influenced by medico-legal considerations. A consultant provided service is one centred on
autonomous, fully trained doctors. Changes in consultant work practices and / or the introduction of
another category of consultant with a different contract are necessary if both patient needs and public
demands are to be met.
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7.7 CONSENSUS WITH THE IRISH HOSPITAL CONSULTANTS ASSOCIATION
AND THE IRISH MEDICAL ORGANISATION
In relation to the policy consensus at the Forum outlined in previous paragraphs, a general consensus
also emerged in relation to the following specific points contained in the Irish Hospital Consultants
Association (I.H.C.A) submission of September 1999. Extracts from their submission are set out
below:
 A significantly greater degree of flexibility should be introduced into the routine hospital working day
 Working arrangements, rosters and where necessary contracts of employment for all hospital staff
should be reviewed … to facilitate a more flexible working day
 The rotation arrangements for NCHDs need to be expanded to ensure that medium and smaller
hospitals, while providing an appropriate range of educational opportunities, have a sufficient supply
of quality junior staff.
 The role of the GP / family doctor as the first point of contact between patients with routine illnesses
and our health services must continue to be emphasised
 The standard of Irish hospital medicine is on a par with that of other developed countries and it
follows therefore that, subject to the appropriate conditions, the training available to junior staff in
Ireland should be equal to that available in other developed countries
 The Irish hospital system is orientated towards service provision. Consultants, among others, find it
extremely difficult to devote sufficient time to teaching, CME/CPD/research etc because of the
enormity of service demands
 The objectives of equity and quality of service can best be attained through significantly increasing
the number of consultants with the same level of qualification and experience as held by those
currently in post
Consensus was also reached regarding the following points in the Irish Medical Organisation’s
document of 29th October 1999:
 The number of part time and job sharing consultant posts should be facilitated and encouraged.
 The development of a consultant provided service will require changes in consultant work practices.
Negotiation and agreement will be required prior to introducing any such changes.
 The I.M.O. is satisfied that doctors who have completed specialist training and acquired a certificate
of specialist training are fully trained doctors and are eligible for all categories of consultant post
 Far too often, urban solutions of centralisation can significantly disadvantage rural populations and
hinder rural development. In order to overcome some of these difficulties, linkages need to be
developed between hospitals within regional areas and with tertiary level hospitals.
 There is a need for a significant increase in manpower. Whilst the concept of shift work or shift
sessions for medical staff may well help to alleviate some of these problems, it is not clear that such
a system would be applicable to all specialties. Extension of the working day with different shifts of
staff might be advisable
 Continuity of care is a major problem particularly in units with low staffing ratios and will probably
remain a problem unless suggested solutions contain plans for multi consultant teams. This would
allow consultants to provide a continuity of care while operating a shift type system
 Given that the academic ability of women to participate in the medical workplace is unquestioned,
there is a need to consider the factors that impede their career progression to the present degree,
particularly in hospital medicine. The Forum now has a unique opportunity to address this situation
and to involve the 50% plus of female graduates emanating from our medical schools and to take
advantage of the investment already made in their training. Given the pending shortage of doctors in
the hospital service, this group is an important target for the Forum.
The Forum considered a variety of hospital medical staffing structures. These were, in
particular, the:
8.1 APPOINTMENT OF MANY MORE CATEGORY I AND CATEGORY II
CONSULTANTS:
It was agreed that the appointment of many more Category I and Category II consultants would have
an impact on elective work and fill some gaps in service provision. However, the 33% increase in such
consultant numbers over the last eight years has not achieved corresponding improvements in the
delivery of out of hours hospital services. Significantly, there was broad agreement that the
appointment of many more consultants had contractual implications - a recognition of the need to
improve out of hours and non-elective hospital services.
8.2 APPOINTMENT OF PART-TIME CONSULTANTS:
The Common Contracts of 1997 and 1991 both allow for the appointment of part-time consultants.
Indeed, Comhairle na nOspidéal has stated repeatedly that it would welcome applications for such
posts. The paucity of such applications from health boards and voluntary hospitals is in contrast to the
views expressed to the Forum on this issue. Currently, less than 2% of the consultant establishment
have part-time or job-sharing contracts ie 24 out of 1560 consultant posts.
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Figure 8. Distribution of Consultants by Contract at January 2001
Source: Comhairle na nOspidéal Consultant Staffing Statistics January 2001
Consultants by Contract type 1st January 2001
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There was agreement that the appointment of more permanent part-time consultants is both desirable
and necessary and would have a positive impact in some areas. Of itself however, this initiative is
unlikely to improve service provision, career opportunities or training structures to the extent that is
needed.
8.3 INTRODUCTION OF A FURTHER CATEGORY OF CONSULTANT
This option would involve the creation of a new category of consultant post – in addition to the five
existing categories – and would be equal in qualifications, status, clinical competence, access to on-
site private practice in public hospitals and autonomy to current categories. This new category of
consultant would be employed under a revised consultant contract, reflecting the nature of changed
work patterns. This option was not acceptable to the medical organisations.
8.4 INTRODUCTION OF A NEW CONSULTANT CONTRACT FOR ALL
CONSULTANTS
This option envisages a renegotiated contract for all consultants in post - replacing existing
categories. Such a contract would reflect greater flexibility and address the key requirements for
consultants set out in section 9.18.
9.1 INTRODUCTION
It is acknowledged that a package of measures combining elements of various proposals is
necessary if both the need for provision of high quality and safe hospital services for all
patients and the concerns of the medical profession are to be met.
The successful introduction of revised hospital medical staffing structures relies upon action
to implement the recommendations outlined in the following sections:
9.2 DEFINING THE ROLE OF DOCTORS
In recent years, organisational development in Irish hospitals has resulted in the boundary
distinguishing certain work practices of doctors from those of other health care professionals
becoming increasingly blurred. Elements of the work currently carried out by non-consultant hospital
doctors could be undertaken by other trained staff. While the forces currently driving change will have
a beneficial impact on the number of hours worked by NCHDs, broader policies aimed at changing
skill mix are needed, both for NCHDs and consultants.
A primary concern in re-evaluating the skill mix required for different grades of doctor in the Irish
hospital medical system is ensuring competence and quality in service delivery. Evidence from
NCHDs themselves indicates that they are delivering a range of duties which are inappropriate to their
function as doctors:
 In this respect, identifying those tasks that can be delivered - for instance - by clerical and
administrative staff or other support staff should impact positively on both quality assurance and
service delivery.
 Job descriptions specifying the scope and duration of the duties expected of a NCHD and a
reduction in unsupervised work practices could also result in improved service delivery.
 Structuring such schemes to the specific needs of Irish hospitals is important, as is continuing
evaluation of existing initiatives. The agreement between the Health Services Employers Agency
and the Irish Medical Organisation to commission a study of NCHD duties and working hours is a
timely measure. A report on this study is due to be published in spring 2001.
 Further investment in systems development improves patient care and management practices. The
burden on doctors and other hospital staff can be alleviated through additional investment in
information technology and systems development.
9.3 THE CHANGING ROLE OF NURSES AND MIDWIVES
WITHIN THE HEALTH SERVICES
While the Report of the Commission on Nursing recommends that the National Council for the
Professional Development of Nursing and Midwifery take a lead role in defining the roles of “Clinical
Nurse Specialist” (C.N.S) and “Advanced Nurse Practitioner” (A.N.P), it sets out a number of
guidelines for such posts which are relevant to any redefinition of the roles of doctors. It is intended
that these posts will provide a coherent clinical career pathway for nurses, rather than adopting roles
previously performed by doctors. Relevant guidelines include:
Clinical Nurse Specialist (CNS)
That the CNS be prepared beyond the level of a generalist, and should have undertaken a formally
recognised relevant specialist post-registration course of study, at the minimum level of
university/college diploma.
 That the C.N.S. will work with medical colleagues and/or interdisciplinary team members within a
specified area.
 That the C.N.S. may make variations in prescribed clinical options, within agreed protocols.
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 That the speciality practice of the clinical nurse or midwife specialist includes clinical practice,
teaching, research, implementation and advisory roles.
Advanced Nurse Practitioners (ANP)
 The A.N.P. has undertaken advanced education in the relevant specialist area at masters
degree level
 The A.N.P. exercises higher levels of judgement, discretion and decision making in the clinical area
above that expected of the clinical nurse or midwife specialist
 The A.N.P. receives clients with undifferentiated and undiagnosed problems and initiates treatments
according to agreed protocols and within agreed parameters
 The A.N.P. practices an advanced expanded nursing or midwifery role - makes professionally
autonomous decisions taking responsibility within agreed protocols
 The A.N.P. works independently, but closely, with other professionals and respects
professional boundaries
Although not formally recognised, the Commission on Nursing noted that in some areas roles similar
to those envisaged for CNSs and ANPs had already emerged in the Irish Health Service.
Current position
The National Council for the Professional Development of Nursing and Midwifery was established by
the Minister for Health and Children on 30 November 1999. The Council is an independent statutory
agency with responsibility for post-registration professional development of nursing and midwifery.
During the Forum’s deliberations the Council was engaged in formulating definitions for the roles of
Clinical Nurse Specialist and Advanced Nurse Practitioner, having regard to the recommendations of
the Commission on Nursing. It circulated the definition of the Clinical Nurse Specialist role on 24 May
2000.
Clinical Nurse Specialist [CNS]
The essence of this definition is: “A nurse or midwife specialist in clinical practice has undertaken
formal recognised post-registration education relevant to his/her area of specialist practice at higher
diploma level. Such formal education is underpinned by extensive experience and clinical expertise in
the relevant specialist area.”
The Council is in the process of confirming nurses and midwives currently working in specialist
roles/posts as Clinical Nurse or Midwife Specialists. These posts must broadly match the Council’s
definition of the role.
Criteria have also been established for nurses suitably qualified for consideration as a Clinical Nurse
or Midwife Specialist in future. Once the initial confirmation process referred to above is completed,
specialist posts must adhere to the Council’s definition.
Advanced Nurse/Midwife Practitioner
A draft definition, closely following the Commission’s recommendations reads:
“Advanced nursing and midwifery practice is carried out by autonomous, experienced practitioners who
are accountable and responsible for their own practice. They are highly experienced in clinical practice
and are educated through a Masters degree programme in nursing/midwifery [which must include a
modular component pertaining to the area of specialist practice] or Masters degree which is highly
relevant to the specialist area of practice.”
It is envisaged that the role of Nurse Practitioners working in such areas as Cardiac Surgery may be
comparable with that of “The Surgeon’s Assistant” [UK] or Registered Nurse First Assistant [USA].
Activities would include assessing patients pre-operatively, assisting with carrying out some invasive
procedures, and audit.
Effective Utilisation of the Professional Skills of Nurses and Midwives
The Commission on Nursing recommended that the Department of Health and Children, health
service providers and nursing organisations examine the development of appropriate systems to
determine nursing staffing levels and the opportunities for increased use of care assistants and other
non-nursing staff. These issues are being addressed by a committee, established by the Department
of Health and Children, which is representative of nursing unions and health service employers.
A separate working party to establish standard criteria in relation to education and training of care
assistants is also being convened as recommended by the Commission on Nursing. The question of
the increased use of Theatre Care Assistants will be addressed in this context.
Conclusion
The creation of posts for Clinical Nurse/Midwife Specialists and Advanced Nurse/Midwife Practitioners,
as recommended by the Commission on Nursing, and the increased use of Care Assistants will have
a significant impact on work practices in Irish hospitals. It is vital that all concerned work together to
develop services that will enhance the quality of patient care.
9.4 DEFINING THE ROLE OF CONSULTANTS
Consultants work practices are set to change in the coming decade. Forces driving change include
the requirement that more patient care be delivered by fully trained doctors, the need for quality
assurance in the delivery of hospital services, the introduction of mechanisms for medical audit and
hospital accreditation, shorter, more structured training for NCHDs, and increasing management
responsibility for consultants. Issues of public / private care will also influence change.
Consultants will play an essential role in the delivery of objectively verifiable systems of quality care,
and structured, supervised training. Consultant participation in management and governance
contributes to the effective functioning of the hospital.
An increased staff complement suggests a need for greater emphasis on teamwork - in this context, it
is appropriate to examine the current concept that individual consultants remain responsible for
patient care at all times. The need for medical indemnity for NCHDs points towards consultant
accountability for the patient’s treatment, rather than responsibility to deliver all aspects of that
treatment.
Evaluations of how clerical, administrative and some clinical tasks could be redistributed have
emphasised the increasingly important role played by other trained staff. Alongside their own self-
directed learning, consultants need to share responsibility with hospital managers for administration,
and increasingly direct their efforts towards the needs of their individual departments and hospitals.
Clinicians in Management
Following on the “Buckley” report on consultants pay (1996), the Department of Health & Children and
the Office for Health Management launched an initiative to involve doctors and other clinicians more
meaningfully in the management of general hospitals. The aim of this initiative is to:
 Decentralise decision making and locate authority, responsibility and accountability as close as
possible to the point of service delivery and patient care
 Develop a structure with the patient as its primary focus
 Incorporate clinicians into the executive structure of the hospital service
Consultants and the Minister for Health & Children have a common goal in that they are both working
to secure appropriate resources for health care from the central exchequer. Medical consultants have
a key role in setting up teams, providing leadership for those teams, and ensuring that people who
work at the point of service delivery have a major say in the decision processes as to how funding for
health services should be spent.
Empowering the frontline staff and focusing on patient needs are part of the role of clinical directors
and other consultants in what is a new and innovative way of managing hospital services.
There is a realisation that hospitals are simply too complicated and complex as organisations to be
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run by the traditional command and control system where a powerful general manager simply issues
instructions. The movement away from this central command type structure into a more enabling form
of management where power is devolved to those that ultimately make the decisions calls for the co-
operation of medical consultants in the setting up of new organisational structures to run hospitals.
The Consultant Contract 1997 does not prescribe any specific organisational structure but allows each
hospital to agree its structure based on its own needs and priorities.
Clinical directorates are one model in which clinicians can become involved in the management
process. They can confer a great deal of ownership on clinicians of all specialties, together with other
doctors, nurses, and therapists - increasing freedom of choice in spending decisions. Devolution of
development and equipment spending to clinical staff enables both the support of clinicians to be
gained while they share in the overall responsibility for running of the hospital.
For clinical directorates to work effectively, the entire hospital must be put on a clinical directorate
structure and information systems on staff and costing must be available to individual clinical
directorates. They can then have a better breakdown of resource usage. Efficiencies will then be more
easily achieved and resources converted to alternative uses within each clinical directorate area.
It is accepted that there is a need to develop clinicians’ management and budgeting skills so that
devolution of responsibility can take place at the appropriate point in the service. These new structures
will empower clinicians and give them the ability to achieve change more rapidly.
Teamwork
Coherent teamwork has become crucial to the delivery of good quality patient care. Established
patterns of working that did well enough when demands were less intense are no longer sufficient in a
hospital environment where work practices must respond to shorter patient stays, increased
ambulatory care, and heightened patient expectations. While individual solutions depend on local
circumstances, teams are capable of innovative approaches to scheduled, on-call, and emergency
workload. Consultants are central to this process; while recognising their influence on the work
patterns of junior staff, consultants need the authority, skills and time to work with other healthcare
professionals in developing effective clinical teams. The 5th Report of the National Confidential Enquiry
on Perioperative Deaths further emphasises the role of consultants in teamwork stating that
“consultation, collaboration and teamwork between anaesthetists, surgeons and physicians should be
encouraged and should be common practice”.
Currently both traditional and contemporary models of team-working support the provision of care in
Irish hospitals. Traditional clinical teams are multi-professional, drawing on the skills of consultants,
NCHDs, nurses, social workers, psychologists and other paramedics. These teams are usually
consultant led and the composition of such teams can often vary between different hospitals and
specialties.
More contemporary models of teamwork complement these existing teams, drawing together
consultants to provide a continuum of patient care. Such teams can include consultants from one or a
number of specialties, depending on protocols for patient care that have evolved in particular
hospitals. These teams:
A: allow patients to remain under the care of their own named consultant who develops care and
treatment protocols with the support of her/his multi-professional team, and
B: enable access to equally qualified, experienced and skilled consultants on site - who working within
agreed protocols - can make decisions on appropriate and necessary care and management of
the patient.
This latter model, which builds on more traditional team structures, offers a number of advantages to
consultants, generating reciprocal consultations, increased flexibility and ensures the consistent on-
site availability of senior clinical decision makers.
9.5 TRAINING
The Tierney Report of 1993 stated that “Questions have been raised about the quality and extent of
postgraduate medical training in Ireland” and “The NCHD posts which are least attractive to Irish
graduates, arise mainly (but not exclusively) in the small and middle-sized hospitals which are either not
recognised for postgraduate training at all or only for a limited amount of training. Generally speaking,
these hospitals do not have a sufficient complement of consultants or critical mass of work in each
specialty to be recognised as capable of providing the appropriate postgraduate training. This raises
the question as to whether the purpose of having such NCHD posts is to facilitate training or solely to
maintain hospital services.”
By 1995, a Postgraduate Medical and Dental Board Survey on Postgraduate Training and Career
Counselling had noted that 56% of those House Officers and Registrars who responded to the survey
had not received a job description, 57% of such posts are not in rotational training schemes and 50%
of respondents assessed the training in their current posts as “less than good”. 68% said they did not
know whether a particular person had been designated to be responsible for their training, while 27 %
rated their supervision of patient management as “less than good” and 25% said they were
inadequately trained for the procedures they were expected to perform.
Such findings are echoed in the impression gained by the Medical Council in a series of meetings with
postgraduate training bodies – “one of great variability in postgraduate training in Ireland.” This
variability – ranging from excellent to unacceptable – was found to extend across all major issues
including:
 organisation and funding
 teaching and educational content
 assessment and accreditation systems
 recruitment and welfare structures for trainees
 links with service provision
There is a clear need to control numbers of Senior House Officer and Registrar Posts. One of the
major problems over the past 10 years has been that staffing difficulties are more easily solved by the
creation of additional SHO and Registrar posts to deal with service problems. When an additional
Registrar post is created this is not because there is a need for an additional training post, it is purely
for service requirements. Unless proliferation of NCHD ranks is halted and reversed the current 2 : 1
ratio will persist.
One of the principles put forward by the Post-Graduate Medical & Dental Board in “Postgraduate
Training Principles” is that all NCHD posts should form part of training schemes, trainee numbers
should be tailored to anticipate the number of future vacancies, and NCHD posts that are not part of
schemes or that haven’t attracted suitable applicants should be suppressed.
While developments in training in recent years have sought to address some of the issues, changes in
career structure, the need for more trained doctors and the demand from both the public and the
medical profession for competence assurance structures reinforce the need for revised training
structures.
There has been consensus at the Forum, at the Limerick Conference of 1996, and elsewhere on the
need to improve postgraduate training and the Department of Health & Children has made and
continues to make additional funds available for this purpose.
Change in the structure of training is dependent on co-operation between all bodies concerned with
postgraduate training.
 Ensuring that each hospital has a training strategy in place that defines the approach used and the
duties of those responsible for the provision of training, provides supervision, monitoring, and
assessment of trainee progress, and envisages continuing professional development for all
medical staff is key to real and meaningful change.
 One of the central objectives of change in the Irish hospital medical staffing system is to ensure, as
soon as is possible, that all NCHDs are in structured training posts. Policies that maximise the
number of training posts within NCHD complements will impact positively on the delivery of patient
care.
 Furthermore, the need to retain Irish medical graduates will necessitate the development of training
and experiential learning partnerships with hospitals abroad, particularly in the U.K. and U.S.A.
 Accreditation of placements in such partnership hospitals will enable graduates to integrate time
spent working abroad into a broader Irish training portfolio.
 Training structures and opportunities for hospital medical staff must be available in modular form, in
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both part-time and full-time formats, and should form part of an overall professional development
structure that also meets the needs of nurses and other grades of hospital staff.
 The Postgraduate Medical & Dental Board needs to exercise a stronger role in ensuring that
training is designed to meet present and prospective service needs. There is also a need for it to
work more closely with the other relevant bodies, particularly the Medical Council and Comhairle na
nOspidéal.
9.6 FUTURE POSTGRADUATE MEDICAL TRAINING
The aim of postgraduate medical training is to provide high quality schemes that produce fully trained
certified, competent specialists with the knowledge, skills and attitudes to serve the Irish health-care
system. Training programmes should be of high quality, conform to EU requirements, have fair and
equitable appointment and assessment procedures and meet the principles of employment equality
and equal status legislation.
Training standards should be amongst the highest of those in developed countries. This requires
health-care organisations to have positive and attractive employment practices, conditions, and
considerable flexibility in the training and deployment of staff. It is also necessary to balance job
satisfaction, quality of life and professional development.
While the existing configuration of hospitals is unlikely to change in the near future, it is recognised
that any recommendations made in respect of postgraduate medical training may have an impact on
the existing staffing structures within hospitals. Training posts are primarily for training. The provision of
a large bulk of services by trainees rotating through jobs at regular intervals is unsatisfactory for
patient care and unlikely to meet the needs of trainees. In recent years, attention has been drawn to
the variability of postgraduate training and the organisational difficulties in developing structured
training programmes in some specialty areas. Several of these issues are detailed in Section 9.5.
There are also problems of a general nature which militate against successful training. These include
busy consultants and trainers, the educational ethos in the hospital, extensive duty rosters, lack of
protected time for the trainee, concentration of specialisation in the major teaching hospitals, inflexible
training programmes, lack of suitable posts, no clear objectives for training programmes, poor
supervision, poor support, lack of proper assessment of competence and a lack of suitable coaching
opportunities to correct deficits.
These issues underline the importance of providing high quality postgraduate training for all medical
staff within the health-care system in Ireland. Medical services in hospitals should be provided by fully
trained doctors and doctors in training.
9.7 FRAMEWORK
The framework within which postgraduate training takes place is shaped by the relationship between
the different organisations with responsibilities in relation to regulating, funding, promoting and
organising postgraduate medical training. These are:
The Medical Council
Under Section 35 of the Medical Practitioners Act 1978, the Medical Council has statutory
responsibility:
a. As to the suitability of the medical education and training provided by any body in the State
recognised by the Council for any such purpose.
b. As to the standards of theoretical and practical knowledge required for primary qualifications,
c. As to the clinical training and experience required for the granting of a certificate of experience, and
to ensure the adequacy and suitability of postgraduate education and training provided by bodies
recognised by the Council for the purposes of medical specialist training.
The Postgraduate Medical and Dental Board (PGMDB)
Under Section 40 of the Medical Practitioners Act 1978, the PGMDB has statutory
functions as follows:
a. To promote the development of postgraduate medical and dental education and training and to co-
ordinate such developments;
b. To advise the Minister, after consultation with the bodies specified in Sections 9.1.a, 9.1.b, 9.1.c, 9.1.d,
and 9.1.e of this Act, and with such other bodies as the board may consider appropriate, on all
matters, including financial matters, relating to the development and co-ordination of postgraduate
medical and dental education and training;
c. To provide career guidance for registered medical practitioners and registered dentists.
As stated in its 3rd Report 1991-6, the Board, in fulfilling its functions, exercises a general supervision of
the development and co-ordination of postgraduate education and with its overall view of the situation it
has the right to question and make suggestions regarding the existence of adequate programmes and
their implementation. It desires to interfere as little as possible with the professional bodies and its aim is
to help and encourage them to carry out their functions.
The Training Bodies
The Medical Council and PGMDB recognise a number of professional bodies as having responsibility for
postgraduate training for doctors. These are:
 The College of Anaesthetists of the Royal College of Surgeons in Ireland.
 The Irish College of General Practitioners.
 The Irish Committee on Higher Medical Training.
 The Institute of Obstetricians and Gynaecologists of the Royal College of Physicians of Ireland.
 The Faculty of Paediatrics of the Royal College of Physicians of Ireland.
 The Faculty of Pathology of the Royal College of Physicians of Ireland.
 The Irish Psychiatric Training Committee.
 The Faculty of Radiologists of the Royal College of Surgeons in Ireland.
 The Irish Surgical Postgraduate Training Committee.
 A Committee of the Royal College of Physicians of Ireland, which deals with general professional
training in Medicine.
Comhairle na nOspidéal:
Under Section 41(i) b of the Health Act 1970, the statutory functions of Comhairle na nOspidéal include
(i) regulating the number and type of appointments of consultant medical staffs and such other officers
and staffs as may be prescribed in public hospitals;
(ii) specifying qualifications for these appointments;
(iii) advising the Minister or any body established under this Act on matters relating to the organisation
and operation of hospital services.
To date, other officers or staffs prescribed as coming within the ambit of the regulatory function of
Comhairle na nOspidéal include senior/specialist registrars.
It has exercised this function in collaboration with the recognised training bodies listed in the previous
paragraph and has taken account of advice emanating from the Postgraduate Board. Until recently, the
objective of Comhairle na nOspidéal was to align in a flexible manner the intake of trainees to the senior
registrar grade with the anticipated job opportunities for consultants. The intention was to avoid over-
production of highly trained personnel for whom there might not be outlets either in this country or abroad.
Over the past few years, the Irish Committee on Higher Medical Training, the Faculty of Paediatrics and
the Faculty of Radiologists, with the financial support of the Department of Health and Children, have each
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established formal higher specialist training programmes and have applied for Comhairle approval for
specialist registrar posts. These posts have emerged from the conversion of existing registrar posts. In
approving the large numbers of specialist registrar posts sought by these training bodies, Comhairle na
nOspidéal has made it clear to the training bodies and the Department that no link was envisaged
between the large number of specialist registrars it has approved and the future availability of consultant
posts.
In adopting this approach which is more flexible than heretofore, Comhairle has taken account of the
emerging consensus nationally on the need for a significant increase in consultant posts and it is the
intention of Comhairle to review the complements of specialist registrar posts it has approved in each
specialty when a national medical manpower policy emerges. Comhairle na nOspidéal has approved up
to 600 posts of senior / specialist registrar to date of which about 400 are currently filled.
Health Service Employing Authorities / Department of Health & Children
Health service employers provide funding, facilities and support for postgraduate training whose
activities are resourced through their annual allocations from the Department of Health and Children. The
Department, via the PGMDB, provides financial support to the training bodies and also to trainees in
respect of refunds of examination fees.
9.8 DELIVERY OF TRAINING
The content and duration of each training programme and the recognition of individual hospitals training
capacity are determined by the relevant training bodies. On receipt of applications from the training
bodies, Comhairle na nOspidéal regulates the number and type of appointments of senior /specialist
registrar in each specialty within that capacity. The training bodies select the trainees, monitor their
progress and award the certificate of satisfactory completion of specialist training thus enabling holders
to apply to the Medical Council for inclusion on the Register of Medical Specialists and receipt of the
Certificate of Specialist Doctor (which is required for practice as a specialist in other EU states). There
has been a notable expansion in higher specialist trainee numbers in recent years - there are now
approximately 600 senior / specialist registrar posts. The majority of specialties now have formal
schemes of higher specialist training whose numbers are regulated by Comhairle na nOspidéal and
funded by the Department of Health & Children.
INITIAL SPECIALIST TRAINING
Initial Specialist Training is more generally known as “Basic Specialist Training”, or “General Professional
Training”. “Initial Specialist Training” is a new term suggested by the Working Group on Training which is
intended to encompass both of these terms. Initial Specialist Training (IST) relates to the acquisition of a
broad spectrum of scientific knowledge and clinical skills. It is a period of postgraduate training which is
undertaken by all medical practitioners, regardless of the career path which is eventually chosen. IST:
 Aims to provide a wide range of experience in a variety of specialty areas.
 Prepares medical practitioners for the completion of higher examinations.
 Meets the curricular requirements of the Royal Colleges and Faculties.
 Is a prerequisite for entry to higher specialist training.
 Is one element of a process designed to provide trained staff for the Irish health system.
The following principles should apply to all programmes preparatory to higher specialist
training. Initial Specialist Training:
1. Provides the level of training that is considered necessary for all doctors, prior to entry to higher
specialist training.
2. Enables the development of the appropriate professional attitudes.
3. Is part of the continuum of medical education which extends from the Intern year throughout the
career of a doctor.
4. Is intended to strengthen, enhance and consolidate the skills and competencies of medical
practitioners.
5. Provides the broad exposure/experience that is necessary to develop the appropriately skilled
medical practitioners.
6. Should be competency based, structured and interactive.
7. Should be planned and managed to take account of the health-care professionals’ needs and
those of patients.
8. Should be flexible to allow future career planning.
HIGHER SPECIALIST TRAINING
In the continuum of medical training, Higher Specialist Training is intended to provide doctors with the
skills and competencies to practice independently in their specialist area and to be eligible for
consultant appointment. Higher Specialist Training aims to provide high quality programmes which will
produce fully trained, certified, competent specialists with relevant knowledge, skills and attitudes to
serve the Irish public and staff the health-care system .
Principles of HST
1. The completion of HST is considered to provide fully trained doctors who are eligible for
consultant appointment.
2. HST differs from IST with respect to the comprehensiveness of the training programme
3. The general principles that apply to the working environment in IST are also applicable to HST.
4. While HST reflects a specialist area, it should also equip doctors with the management skills that
would enable them to practise as a consultant.
5. HST should be delivered in the context of an organised training programme.
6. The training process should facilitate equal opportunities and provide equity of access to training
posts and meet the principles of the equality legislation.
7. The training programme provided by the training body should include a number of educational
issues including:
Curriculum.
Performance appraisal.
The delivery of teaching programmes.
Training the trainers.
8. The training programmes should be actively supervised in relation to standards and assessment
of trainee satisfaction.
9. Higher Specialist Training programmes should have a contractual basis which would make
explicit for trainees, employers and training bodies, the expectations and responsibilities of all
those concerned. Career guidance/counselling should also be provided.
10. Higher Specialist Training should be supervised by trainers who hold specialist registration.
11. The necessary hospital infrastructure should be provided. This is similar to the support that is
necessary in Initial Specialist Training. It should - in addition - also include:
The appropriate level of consultant supervision (depending on the specialty/sub-specialty
area).
Training hospitals should utilise the appropriate process of care e.g. the availability/usage of
clinical protocols, practice of teamwork, development of clinical audit systems, shared care
arrangements with GPs, etc.
The hospitals should have the appropriate administrative and paramedical supports.
While Higher Specialist Training should be centred on university teaching hospitals, other
approved hospitals should also be included in the Higher Specialist Training programme.
12. Hospitals providing specialty training should have the appropriate emergency, elective and
outpatient admission casemix.
13. Hospitals should have the appropriate educational facilities, including library, internet access,
Medline availability, and audio visual aids including computer software packages.
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14. The appropriate level of protected time for training and research should be provided. Research
opportunities should be encouraged for specialist trainees. Trainers also require protected time.
15. The training provided should be of the highest standard.
16. Flexible training should also be available. There should be provision for late entry, re-entry and
part-time Higher Specialist Training.
17. While the large majority of HST can be provided by Irish institutions, the structured training
programmes should encourage the possibility of trainees obtaining a period of specialty training
abroad, possibly during or at the end of their training in Ireland.
18. Structured training programmes should include provision for doctors from underdeveloped
countries.
9.9 PROPOSALS FOR INITIAL SPECIALIST TRAINING (IST)
THE INTERN YEAR
The Forum recognises that the Intern Year is of fundamental importance in the continuum of training
and notes the Medical Council’s proposals in respect of the Intern Year outlined in the document
“Proposals for Reform of the Intern Year”. Based on advice from its Working Group on Training the
Forum recommends that:
 All graduates of Irish medical schools should be offered an internship in Ireland.
 The numbers of intern posts in Irish hospitals should seek to accommodate the number of doctors
graduating and any international obligations in this area.
INITIAL SPECIALIST TRAINING
 IST should be based at SHO level and should build on/develop the existing SHO rotation schemes.
 IST should be co-ordinated by the major teaching hospitals/medical schools/specialty groups
(including GP schemes).
 Training should be provided in hospitals/regions which have programmes approved by the
appropriate accreditation bodies.
 Programmes should allow close linkages between the training institution and facilities with strong
research capabilities and a range of sub-specialties.
 Institutions engaged in training should have postgraduate training departments with regional
training directors.
 Modern information technology and distance learning technologies are essential.
 IST accreditation should be to programmes and not to hospitals.
 IST should be part of specialty training (including specialty orientation).
 IST should ideally be of 2/3 years duration but not more than 4 years with 3-6 month attachments
to specialty areas.
 There should be a recognised accreditation programme for each specialty.
 IST should be varied and flexible. Flexibility should allow people to opt-out of IST to enter a different
specialty, or to re-enter the same specialty later. It should also make provision for part-time training.
 There should be a training agreement/contract. This would relate to the training director, the
consultant, the trainee and the hospital. The contract should be reviewed on a regular basis. The
agreement would cover the content of the programme, the facilities available and deal with the
trainee’s expectations.
 The recommendations made in relation to changes in postgraduate training (IST and HST) should
complement change in other healthcare professions.
THE INITIAL SPECIALIST TRAINING PROCESS
 Trainers must be trained.
 Trainees should have a consultant/trainer as an educational supervisor - separate from the clinical
tutor.
 They should complete a logbook - providing information on the competencies/skills achieved within
appropriate periods.
 The educational supervisor should review the trainee at 3 monthly intervals with the clinical tutor
evaluating at 6 monthly intervals.
 Trainees should undergo a hospital induction programme that would provide basic information on
hospital policies, administration, support services, etc.
 IST should be structured, have a clear job description, involve direct contact with patients,
experiential learning, career guidance and counselling, encourage involvement in research and
include time protected training for both trainees and trainers
 Quality assurance is essential in IST. It is important that the training is monitored to ensure quality,
is inspected regularly. This may include an independent audit of the training.
 IST involves the acquisition of generic skills and specialist skills.
STRATEGIC DIRECTION
To enable postgraduate medical training to develop and be resourced adequately, the strategic
direction of such training needs to be identified and plans to give effect to the strategy developed, put
in place, implemented and adequately resourced.
a. The Medical Council should continue its statutory function as set out in the Medical Practitioners
Act as the final arbiter of the quality of postgraduate medical education programmes.
b. The Postgraduate Medical and Dental Board, in conjunction with the Training Bodies and Health
Service Employers should review the delivery of IST.
c. The PGMDB should be proactive in identifying deficits in the availability of training programmes and
dealing with health service providers and professional bodies to remedy these deficits. This entails
changing the present practice of dealing with only professional training bodies to include for
example, regional training committees.
d. A deficit in communication exists between the bodies responsible in this area and, given that the
membership of the PGMDB includes all the relevant stakeholders in IST, these deficits should be
identified and rectified within the PGMDB.
e. A fundamental review of the financing of IST should be undertaken with a view to providing greater
responsibility and authority to the training bodies for the funding of training programmes and posts
within these programmes. This would imply the power to withdraw recognition and funding by the
training authorities from unsuitable training posts.
f. A pilot project in a well-structured existing IST programme - with the agreement of the training
authorities and an employing authority - would clarify the issues and allow progress to be made in
resolving this matter.
IMPLICATIONS
a. Increased availability of structured IST programmes may have implications for the training overhead
of the PGMDB and the various professional training bodies.
b. The acceptance of the primacy of the role of training – as opposed to the provision of service – in
structured training programmes with protected time and extra consultant/training commitment has
significant implications for employing authorities.
c. Consideration should be given to identifying the resource implications of organising and promoting
training in hospitals and an agreed percentage of overall funding should be dedicated to the
training function.
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9.10 PROPOSALS FOR HIGHER SPECIALIST TRAINING
In recent years, the issue of specialist training has come under close scrutiny, especially since the
European Commission Directive 93/16/EEC in relation to training requirements. Comhairle na
nOspidéal has consulted with the Medical Council in the context of the introduction of the register of
medical specialists and its relationship to the consultant qualifications stipulated by Comhairle.
Revised qualifications for consultant appointments were specified by Comhairle na nOspidéal in
November 2000. The Medical Council is re-examining its statutory responsibilities under the Medical
Practitioners Act (1978). This requires the Medical Council to satisfy itself as to the content and quality
of post-graduate training in Irish medicine. The Medical Council has noted great variability in relation to
the post-graduate training that is provided by the accredited training bodies. In particular, it has
highlighted organisational issues and the lack of structured training programmes in some specialty
areas. In addition to the quality of training provided, there are further issues which are relevant to the
development of Higher Specialist Training. The relationship between the numbers of doctors in Higher
Specialist Training and the upcoming availability of consultant/career posts needs to be clarified in the
context of the Forum’s recommendation’s. Furthermore, the range of institutions involved in the area of
specialty training emphasise the importance of co-ordinating training programmes with respect to the
numbers in training, needs of service providers and the quality of the training provided. The transition
from Initial Specialist Training to Higher Specialist Training is a competitive process - the number of
candidates often exceeding the places available. Entry is contingent on acquisition of the appropriate
professional qualification eg: M.R.C.P.I, F.R.C.S.I. and it is noted that the pass rate for such
examinations is often less than 50%. There is no limit to the number of occasions candidates may sit
some examinations. The Forum recommends that the relevant institutions take steps to ensure that
criterion referenced examination systems replace norm-referenced pass systems. A criterion
referenced system would stipulate a pass mark e.g. 50% and all candidates reaching this mark would
be deemed to pass. It is anticipated that during the implementation of the Forum Report, progress will
be made on this issue.
The Medical Practitioners’ Act (1978) defines the statutory responsibilities of the Medical Council and
the PGMDB in relation to post-graduate training in Irish medicine. The European Council Directive sets
out additional requirements in relation to specialist training. At present, there are a number of
institutions that play different roles in specialty training including the Medical Council, Department of
Health, Comhairle na nOspidéal, PGMDB, the Royal Colleges and the Specialist Societies. There is a
need for greater co-ordination between the various bodies involved in the delivery, organisation and
promotion of training. The PGMDB should facilitate the development of training programmes for both
trainees and trainers, as well as liasing with the HRB and other appropriate bodies so as to encourage
research opportunities for specialist trainees. Such training/teaching courses might include statistical
analysis, research methodology and general management issues that are relevant to all trainees and
trainers.
TRAINING STANDARDS
The Medical Council has responsibilities in relation to the content and quality of post-graduate training
in Irish medicine. It is working with the recognised training bodies to satisfy this responsibility. The
PGMDB should ensure that the process of training provided is of an appropriate standard as agreed
with the Medical Council and training bodies and should also satisfy itself as to the performance of
HST programmes that are provided by the training bodies.
FUTURE WORKFORCE LEVELS
The aim of Higher Specialist Training is to equip doctors with the necessary skills to practice in their
specialty area and to satisfy the eligibility requirements for appointment to a consultant position. It
follows that there is a relationship between the upcoming availability of consultant posts and the intake
into specialty training. Future workforce requirements are under consideration by the Forum and this
will affect the organisation of Higher Specialist Training. A number of issues require consideration:
 The capacity of the current programmes to meet projected workforce requirements. Concern has
been expressed regarding the capabilities of the current programmes to deliver the appropriate
high quality training in case of a significant projected increase in work force requirements.
 Entry into a HST programme cannot guarantee a consultant position in the public health-care
system. Equally, trainees should not remain in a training post indefinitely. A further issue is that
trainees must make career choices at an early stage in their career.
 HST is a resource-intensive process.
 There will be “wastage” in the training programme.
 Accredited specialists may elect not to enter the public sector in Ireland. Some will move abroad
and others will enter private practice or take up positions within industry, administration, etc.
 A simple one-to-one relationship between doctors in Higher Specialist Training and consultant
positions in the public sector would not be appropriate. It is considered appropriate, however, that
there would be a general alignment of the numbers of higher specialist trainees and the projected
manpower requirements. An approximate ratio of trainees to trained doctors of 1 : 4 is suggested.
PERFORMANCE MANAGEMENT
 The Royal Colleges and individual Faculties provide the curricula for the specialty training areas.
 If individual performance is considered unsatisfactory, the programme should allow movement of
the trainee to an alternative location or a decision to end training if all of the above methods to
improve training have not been satisfactory.
 The process also involves appraisal that is regular/ongoing, focuses on the needs of trainees and
includes coaching, etc. The Royal Colleges would have a role in the training audit.
AUDIT / EVALUATION
The Medical Council is the statutory agency with the final responsibility to ensure the adequacy and
suitability of postgraduate education and training. It is important that the training provided for doctors
is audited so that it meets agreed standards. Such an audit would be a formal assessment based on
agreed criteria which examines whether standards are met, provides feedback to trainees, is linked to
CSD and has an appeals mechanism. For institutions to be suitable locations for training they must:
 Have appropriate consultant availability.
 Use clinical protocols.
 Have an evidence based medicine approach.
 Utilise clinical teams and appropriate support (including all health professionals).
 Have an agreed maximum/minimum workload
 Enable frequent participation in clinical meetings.
 Make alternative provision for service delivery when protected training time is given.
9.11 CONTINUING MEDICAL EDUCATION AND CONTINUING
PROFESSIONAL DEVELOPMENT (C.M.E / C.P.D)
Validation of Continuing Medical Education / Continuing Professional Development activities and
further development of the delivery of such are central to the Medical Council Discussion Paper on
Competence Assurance Structures published in 1998.
The paper also stresses that it is essential that each educational activity be subject to advance
approval, that participation is verified, and that the effectiveness of such activity is audited. Key
features advocated by the Medical Council are:
 Opportunities for C.M.E and C.P.D for consultant staff must be available in modular form, in both
part-time and full-time formats
 It is necessary to develop joint strategies for the delivery of C.M.E and C.P.D involving employers,
training bodies and individuals.
 Further initiatives could include definitions of the responsibilities of both individuals and employers,
access to C.M.E and the development of study plans to facilitate C.M.E and C.P.D
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9.12 RESEARCH
High quality modern medicine is dependent on applied research. Health research in Ireland is funded
by a number of sources – primarily through the Department of Health & Children but also by the
Health Boards, charities such as the Wellcome Trust, the EU, the US government (through grants from
the National Institutes of Health), Enterprise Ireland, and Irish industry.
The impact of health research on health and social gain in Ireland is affected not only by the level of
resources that are made available, but also by the efficiency with which those resources are used.
There is a strong link between quality of research in the health sciences and improvements in patient
care. There is, for example, a revolution under way in the field of genetics that will transform the
treatment and care of patients. It is important that there exist a critical mass of clinicians that
understand the new discoveries and can translate them into new treatments.
Health research, as currently understood, comprises three main strands. Strand 1 is research in the
health sciences, which has as its goal the prevention of disease and improved patient care. Strand 2
is research into the health of populations, which aims to promote health and reduce preventable ill
health and disability. Strand 3 is health services research, which evaluates the effectiveness of health
services and interventions to ensure they achieve their goal in the most efficient way.
Quality of patient care, medical education, the development of new training structures which allocate
protected time to research, and the provision of career opportunities for Irish medical graduates with a
research orientation underlie the following initiatives:
 The development of a 5 year National Research Strategy for Health in conjunction with the Health
Research Board
 Increased funding of the Health Research Board in recent years
 A study by the Higher Education Authority and the Health Research Board on the infrastructural
deficits in the research capacities of our universities
 The establishment of links with the Wellcome Trust with a view to partnership initiatives in health
research, particularly in the area of biomedical research.
 Initiation of discussions on appointments for Senior Medical Researchers.
9.13 TRAINING AND PROFESSIONAL DEVELOPMENT NETWORKS
Restructuring of training, redefined roles for NCHDs and consultants, and the introduction of new audit
and accreditation procedures point towards the need to develop links, connections and partnership
arrangements between different hospitals, health boards, and other bodies.
Change will fuel demand for the more widespread distribution of, and access to the academic, skill
and training resources provided by consultants generally as well as medical academia. The
concentration of Irish medical graduates in centres with high skillmix, access to academic medicine,
and a range of training opportunities have shaped the provision of hospital medical care for decades.
If however, training opportunities are to become less location dependent, are to involve rotation, and
are to be subject to uniform audit and accreditation criteria, it will be necessary to introduce
networking arrangements that guarantee equitable access to training, learning and career
development opportunities.
 Networks should enable each appointee to a consultant post to have access to an academic
centre, whether for training, research, or placement. Structuring consultant posts to include
commitment to joint research, training or practice opportunities would encourage network
development.
 Delivery of viable rotation schemes for trainees, involving placement in a major teaching hospital, a
general hospital, and the possibility of further training will require the formation of clinical and
management networks, both cross-specialty and specialty specific. The desire of doctors in higher
specialist training programmes to develop their skills through links to academic centres again
emphasises the room for progress in this area.
 Networks will influence investment, resource allocation and service provision in ways that individual
hospitals cannot, and will provide structures more suitable to research and development initiatives.
A recent initiative by the Faculty of Health Sciences in Trinity College in joining with six European
universities to form a network for collaboration in research, training and curriculum development for
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the health sciences offers a useful model. Both cancer and cardiac surgery services in Ireland are
further examples of networks at different stages of development, and could contribute to the
construction of a more general guide to further action.
 The introduction of changed career structures for hospital medical staff will necessitate an
assessment of the role of managed clinical networks as the primary mechanism for the provision of
training, C.M.E. and C.P.D.
9.14 FLEXIBLE WORKING AND TRAINING
While the bodies and agencies responsible for postgraduate medical training in Ireland have indicated
that they are prepared to recognise training delivered on a part-time or job-sharing basis, the vast
majority of training and career opportunities are full-time. The recommendations of the Tierney Report
(1993), the 2nd Commission on the Status of Women, and general public and health service policy in
relation to the provision of job-sharing posts and a more flexible approach to part-time work would
seem to have been eclipsed by more immediate service delivery concerns. As Comhairle na
nOspidéal has noted, there has been a paucity of applications from employing authorities for job-
sharing or part-time consultant posts. Most of the 24 such consultant posts have arisen from requests
by full-time consultants in post and their employers to restructure their contracts as part-time or job-
sharing. Concerns over service delivery impact on the extent to which employers will take the initiative
in introducing alternative working arrangements. Recommendations on increased flexibility are
influenced by a number of constraints.
There are challenges for employers in terms of increased overheads and additional organisational
demands, and for the medical profession as a whole in moving away from full-time work and training
practices. The recommendations of the Royal College of Physicians of Ireland in their Report to the
Forum on Medical Manpower are useful in this regard.
The development of a code of practice on flexibility in work for hospital medical staff could be a useful
step forward, as would agreement between employers and the profession as to the implications,
possibilities of, and widespread introduction of flexible work and training regimes, particularly in regard
to medical defence funding.
In the context of hospital medical staffing, flexitime, part-time work, job-sharing, career breaks and
parental leave offer both opportunities and obstacles. Implementation of change in this area is linked
both to agreement between employers and the profession and the extent to which credible career
progression and training prospects are linked to positions within the hospital medical staffing system
which are not full-time.
9.15 AUDIT
Underlying the introduction of structures for clinical audit is the need to ensure the quality and safety
of services provided to the public by hospital medical staff. The provision of high quality care
environments for patients across the public hospital service improves health outcomes, and is
dependent on continuity of evaluation and audit, and suitable accreditation of service provision. The
development and competent implementation of clinical audit must be regarded as essential. This will
require significant commitments in terms of time and expertise from a range of professionals in the
health service.
 There must be independent audit.
 Audit should involve formal assessment, agreed criteria, examine whether standards are met and
contain an appeals mechanism.
In the context of change in the hospital medical staffing career structure, audit practices provide
objective criteria for the evaluation of the C.M.E. and C.P.D. undertaken by individual doctors.
Increasingly, career progression and development will be linked to evidence based assessments of
performance.
The identification of suitable quality standards and measures of service quality and the piloting of audit
procedures have significant implications for the medical profession. Initiatives such as the Scottish
Inter-Collegiate Guidelines Network (SIGN) provide models for both the sharing of responsibility for
quality, the recording of quality data and the use of indicators of clinical outcomes.
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9.16 ACCREDITATION
Hospitals
Proposals have been submitted by a number of major teaching hospitals to the Department of Health
& Children regarding the criteria and processes to be used in the future accreditation of hospitals. The
Department welcomes these proposals and envisages that such accreditation structures will be
applied to all publicly funded hospitals within an appropriate timeframe.
Attempts to define the principles upon which accreditation practices are based have acknowledged
those implications. The “Acute Services Review Report” issued by the Scottish Office in 1998 cites a
number of basic principles for accreditation procedures. They should:
 Be centred on improving quality, both of patient care and staff training
 Involve the use of clear, objective, and measurable standards
 Be mandatory
 Examine both clinical and non-clinical aspects of care
 Be multi-professional, evaluating the work of all groups of staff involved in patient care
These are echoed in the Medical Manpower Forum Training Sub-Group’s proposals on the
accreditation of General Professional / Basic Specialist Training.
It is noted that accreditation should be linked to training programmes rather than hospitals, that there
should be a recognised accreditation programme for each specialty, and that it is important that the
process initiated by the Medical Council with the publication of their Discussion Paper on Competence
Assurance Structures is continued, and that organisations and bodies currently concerned with
accreditation are involved in furthering proposals on the development and implementation of an
integrated system of audit, accreditation, and quality assurance.
Revalidation of Doctors
Maintaining standards of practice and ensuring that doctors remain up to date with medical
developments are assuming increasing importance in western healthcare systems. In the United
Kingdom, Australia, New Zealand and Canada approaches to revalidation are centred on asking
doctors to prove their continuing competence to practice. The General Medical Council (GMC) in the
UK has agreed that specialists and GPs must be able to show - on a regular basis - that they are
keeping up to date and remain fit to practise. The introduction of clinical governance within
organisations and revalidation for individuals has been the first step to meeting societal expectation in
the UK. In the UK, revalidation for all doctors will have been introduced by 2002. In Ireland, the
Medical Council has proposed a points based system of competence assurance, grounded in C.M.E.
/ C.P.D., Peer Review, and Performance Review. This system, as the Medical Council acknowledges,
has implications for all doctors.
Revalidation is linked to registration; recertification (a term used in other countries) and revalidation are
therefore synonymous. The system will be locally delivered using national standards and consists of a
combination of peer review, doctors being assessed every five years, performance being assessed by
both peers and consumer representatives.
While the UK model offers opportunities to Irish policy makers to construct an appropriate and locally
relevant model for Irish doctors, there is also an acknowledgement that changes are needed in
existing legislation and it is anticipated that the Medical Practitioners Act will undergo some revisions
as part of this process.
9.17 WOMEN IN THE IRISH HOSPITAL MEDICAL STAFFING SYSTEM
While recognising the difficulties faced by those who seek to combine family and work responsibilities,
there exist wide and statistically improbable differences in any comparison of female medical
graduate, female NCHD and female consultant numbers.
In 1980, 39% of Irish medical graduates were female, by 1992 this had risen to 50%. By 1998, women
made up 55.7% of Medical Graduates and 53% of NCHDs. Despite these increases, the number of
women occupying permanent consultant posts has risen from 12% of the total in 1989 to only 21% at
1st January 2001.
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Of most concern however, is the gender balance demonstrated in intake to permanent consultant
posts. Despite the fact that women fill 53% of NCHD posts, women make up only 28% of the 384 new
consultants who have taken up duty since 1996, while (72%) were men. Even allowing for a time lag of
up to 14 years on average between graduation and appointment to a consultant post, it would appear
that substantial obstacles to career progression remain in the paths of women doctors working in Irish
hospitals.
Furthermore, a number of specialties are almost exclusively male at consultant level, notably Surgery
at 96%, Medicine at 88%, Obstetrics/Gynaecology at 84% and Radiology at 84%. This situation is
paralleled in the U.K. and it is hard to disagree with the statement by the NHS Management Executive
that:
“…Patients should have the opportunity to be treated by a female doctor should they so desire, and
women doctors should be free to progress in any area of the medical profession”.
While the representation of women doctors at all levels in the majority of specialties is growing, and
attitudes within the medical profession have changed significantly, it is important to ensure that women
have available to them career prospects equal to those available to men.
 Increased flexibility in working hours, as described above, can have a positive impact on female
participation in career and training programmes; however, it may be necessary to identify and
develop specific areas within the hospital medical staffing career structure where positive action
can be taken that benefits women.
 Given experience in other sectors, it is doubtful if equality of opportunity on its own will impact to
any significant extent unless underpinned by a programme of positive action. The extent to which
an employer can implement positive action rather than merely comply with equal opportunities
legislation could therefore prove significant to increased future participation by women in a number
of specialties.
 Availability of flexible job opportunities, training in non-discriminatory interview techniques,
knowledge of, or introduction of equal opportunities guidelines, and codes that ensure female
representation in interview panels all contribute to increased female participation.
Figure 9. Female doctors in Ireland
Source: Comhairle na nOspidéal
Women in Irish Medicine – Percentages 1998
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Figure 11. Intake to permanent consultant posts by gender 1990 – 2000
Source: Comhairle na nOspidéal Consultant Staffing Statistics January 2001
Figure 10. Permanent Consultants by Specialty and Gender at 1st January 2001
Source: Comhairle na nOspidéal Consultant Staffing Statistics January 2001
Permanent Consultants by Specialty 2001
Percentage intake to Consultant posts by Gender 1990-2000
 Useful information could be gained from pilot projects monitoring the progress of female trainees in
specific specialties, mapping career progression of female graduates over the past ten years, or
providing specific advisory and mentoring support to female doctors in training. The “Women in
Surgical Training Scheme (W.I.S.T.) operating in the U.K. offers a model for further action.
9.18 PROPOSED HOSPITAL MEDICAL STAFFING STRUCTURES
The underlying premise of this document is that high quality and safe hospital services must be
available to patients at all times. The problems with the present system have been outlined in previous
sections and the need to implement change is not disputed. Central to the work of the Medical
Manpower Forum is an acknowledgement that the creation of an agenda for change involves not only
the evaluation of the contractual arrangements under which doctors are employed, but also the
development of innovative policies that enable competent, coherent, and co-ordinated delivery of
health care.
The organisation and provision of hospital medical staffing services is determined by the need to
ensure clinical competence and excellence in hospital medical services, and equitable access to such
services. The Medical Manpower Forum offers an opportunity to representatives of employers, funding
authorities, regulatory authorities and the medical profession to work together in agreeing a solution
based on those needs - shaping patient care, medical training and hospital staffing structures.
Structured and systematic change is necessary at a variety of levels if the responsibilities created by
the development of existing and the introduction of new training, career, and operational arrangements
are to be discharged successfully. The roles of the Department of Health and Children, Comhairle na
nOspidéal, the Medical Council, the Postgraduate Medical and Dental Board, training bodies and
employing authorities may need to be reviewed to ensure that their roles are consistent with the
achievement of agreed policy objectives. Consideration should be given to the development of
appropriate co-ordinating mechanisms.
The quality of care delivered by the Irish hospital medical staffing system is largely determined by the
level of competence and expertise of medical, nursing and other staff. It is also influenced by the mix
of skills, training, audit mechanisms and competence assurance and work practices in place.
The provision of high quality and safe hospital services by competent staff, the widely acknowledged
need for more trained doctors, improved training and career opportunities for doctors, and the stated
aim of all the relevant statutory and professional bodies, the medical organisations and others to
increase consultant numbers were taken into account in developing the career structure for hospital
doctors set out below.
Recognising that change can offer advantages to individuals along with a more efficient and effective
organisation of hospital medical staffing is important. The definition of those elements of a doctor’s
work that could be delivered by other grades of staff, improvements in the management and
organisation of training, organisational change, audit, and competence assurance, and the availability
of a range of contracts offer direct benefits to individual doctors as well as to the medical profession
as a whole.
Change in the hospital medical staffing system requires the development of a progressive and
graduated career structure which identifies specific grades of hospital doctor, levels of ability and
experience commensurate to each grade, training needs and responsibilities, and opportunities for
career progression.
Career progression for hospital doctors:
 Entry to Medical School. Average age 18.
 Graduation from Medical School after six year undergraduate course. Average age 24
 Intern Year – As outlined by the Medical Council in its strategy document entitled “Reform of the
Intern Year” January 1998.
 Certificate of Experience issued upon satisfactory completion of the Intern Year. Full registration
as a medical doctor with the Medical Council. Average age 25.
 General Professional / Initial Specialist Training – Minimum of 2 years. NCHD Contract (1997)
for House Officer posts. Average age 27-28
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 Higher Qualification such as Fellowship or Membership of relevant College
 Higher Specialist Training – Competitive entry to structured formal training programmes involving
rotation through appropriate hospitals in Ireland with opportunities for inclusion of an overseas
component. Specialist Registrar Contract. Training duration 4 to 6 years depending on specialty
 Certification of satisfactory completion of specialist training (C.S.C.S.T) Age 32+.
 Register of Medical Specialists -– Eligibility for inclusion on register is determined by the
Medical Council on advice of recognised training body. At this stage, a doctor will be eligible to
apply for a consultant post in Ireland.
 Certificate of Specialist Doctor – awarded by the Medical Council to those doctors in receipt of
a CSCST. Enables them to practise in other EU states.
Under the Health Act 1970, Comhairle na nOspidéal regulates the number and type of appointments
of consultant medical staffs in hospitals providing services under the Health Acts, and specifies
qualifications for such appointments. Comhairle na nOspidéal has recently revised the qualifications it
specifies in the context of the introduction of the Register of Medical Specialists and other
developments.
Guidelines and requirements for workforce change
The Forum has set out in this section key requirements for the structuring of future consultant posts in
the context of both changed work patterns and increases in the consultant workforce. In developing
new staffing structures, the aim of the Forum is to:
 Provide a better quality service, with greater continuity in patient care, delivered twenty-four hours a
day by appropriately trained doctors.
 Meet service shortfalls arising from an increase in the training element of NCHD posts, shorter
working hours for NCHDs, and reduced numbers of non-EU NCHDs.
The precise mechanism through which these requirements are implemented, and in particular, the
specific model on which workforce reform will be centred has been the subject of extensive
consideration by the Forum. All parties recognise that detailed implementation strategies will be
required if the recommendations in this report are to be fully realised. The Forum has however,
established guidelines within which reform of the hospital medical workforce will take place.
Guidelines for workforce restructuring
These guidelines draw on submissions from each party to the Forum. They have significant resource
implications, will be supported by investment in support services, and recognise the diverse needs of
a mix of public and private hospital services.
 Teamwork
The delivery of high quality patient care at all times in the contemporary hospital environment
necessitates an extension and resourcing of teamwork - between different grades of hospital
medical staff, between hospital medical staff and other health professionals, and between
individual consultants in the same specialty and between specialties.
 Work patterns
The need to ensure that appropriately trained doctors are available, on-site, to patients
necessitates change in consultant work patterns such as the introduction of flexible working
arrangements in appropriate agreed specialties - where attendance outside of 9.00am – 5.00pm
Monday to Friday is agreed. It is envisaged that such out of hours duties will be gradually reduced
in relation to age and time spent in post.
 Flexible working day
Extension of the hospital working day will have significant implications for all hospital staff, and
would complement extended on-site availability of appropriately trained doctors.
 Procedures for Audit, Competence Assurance
In the context of the proposals from the Medical Council on competence assurance, together with
the development of an integrated system of audit and quality assurance for doctors, it is
appropriate that consultants, alongside other hospital medical staff, are subject to appropriate
audit, revalidation and quality assurance criteria.
 Increases in Workforce
Increases in workforce which lead to accelerated rates of promotion will not dilute the calibre of
appointees if sufficient numbers are trained appropriately both in Ireland and abroad. For the
reasons set out earlier in this report there is a clear need for more consultants - together with
different contractual relationships between consultants and their employers. In the context of
change in consultant work practices, reference can be made, for example, to Appendix C of the
Forum’s report - comparisons with Scottish hospital doctor to population ratios - in evaluating
potential workforce levels.
 Evaluation
Suggested criteria for the future evaluation of hospital medical staffing initiatives are set out in
Appendix A. These suggested criteria can be refined, if necessary, as part of the proposed
assessment of a representative group of hospitals outlined in Section 10 of this report.
Key requirements for Consultants
The proposals set out in Section 9 involve significant changes in work practices and a major increase
in consultant numbers - coupled with a rationalisation of the number of doctors in training. This would
impact on both Consultant and NCHD workload, facilitating the ultimate introduction of a 48 hour
working week for NCHD’s, contributing to an alignment of NCHD numbers and training posts, and
allowing increases in teaching and training time. In order to achieve the results which these proposals
are designed to bring about, consultants should:
meet current qualifications for consultant appointments - as specified by Comhairle na nOspidéal,
be drawn from the Register of Medical Specialists,
be remunerated at a rate which would reflect consultant responsibility and status,
have clinical autonomy,
deliver care to patients in conjunction with their consultant colleagues,
act as an integral part of a team of consultants,
have an entitlement to on-site private practice,
participate in flexible rostering arrangements where attendance outside of 9.00am-5.00pm Monday
to Friday is agreed,
be facilitated in secondments - as part of C.M.E and C.P.D - to accredited sites abroad.,
have the opportunity to foster links with major teaching hospitals,
be subject to suitable audit, revalidation and competence assurance procedures.
Existing and possible future Contractual Arrangements
 A summary of existing contractual arrangements for consultants is set out below.
 The Forum is agreed that the existing contractual framework does not fully meet the changed
requirements identified elsewhere in this Report. It follows that changes are needed in the
contractual relationships of consultants with patients and with the management of hospitals to
reflect the need for greater flexibility and to address the key requirements for consultants as set out
above.
 The existing contracts require to be changed to meet, inter alia, the following needs:
to deal with changed work patterns
to provide for clinical teamwork and associated models of clinical leadership
to facilitate the introduction of new agreed flexible rostering arrangements to meet clinical needs
to provide for the introduction of formal rostering of consultants
 The Irish Hospital Consultants Association and the Irish Medical Organisation have accepted the
need for the changes outlined in this report and are prepared to agree to revised contract
arrangements to enable these changes to be implemented in a transparent and accountable
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manner. They accept the need for urgent negotiation and implementation; that there is a need to
produce some models of how the changes will work and wish to be involved on a continuing basis
in detailed implementation.
 The Forum is of the view that the preferred option would be to conclude an agreement, by
negotiation, for the introduction of these changes in the context of the existing categories of
consultant appointments. Any revision to the existing contract would be by negotiation.
Existing Consultant Categories
Consultant Post Category II – Appointment is in accordance with the terms and conditions of the
Contract for Consultant Medical Staff (1997). In contractual terms, he/she has a scheduled weekly
commitment of 11 fixed and flexible sessions + 2 non-schedulable sessions per week. He/she is also
liable for extended duty and emergency services. In addition, he/she may engage in private practice
on-site and off-site. 578 consultants – 37.1% of the consultant workforce - hold Category II contracts.
433 of which - 75% - are in the E.R.H.A area.
Consultant Post Category I – Appointment is in accordance with the terms and conditions of the
Contract for Consultant Medical Staff (1997). He/she has a schedulable weekly commitment of 11
fixed and flexible sessions + 2 non-schedulable sessions per week. He/she is also liable for extended
duty and emergency services. He/she is expected to devote substantially the whole of his/her
professional time, including time spent on private practice, to the public hospital(s). 838 consultants -
53.7% of the consultant workforce - hold Category I contracts.
Geographical Wholetime Without Fees Category – This contractual option was retained by a
number of consultants who held the 1991 Contract. It is similar in contractual terms to Category I. 54
consultants - 3.5% of the consultant workforce - hold Geographical Wholetime Without Fees contracts.
Full-time Academic Consultant – Appointments to ‘full-time academic’ posts of
Consultant/Professor or Consultant/Senior Lecturer are in accordance with the terms and conditions of
Contract for Academic Consultant Medical Staff (1/1/99). Combined service and academic
responsibilities are involved. 78 consultants - 5.1% of the consultant workforce - hold Full-time
Academic contracts.
Part-time Consultants – currently hold Category II Contracts. The Consultants Contract 1997 states
that their commitment should range from 7 up to 9 schedulable sessions but should not be less than
3 sessions. Most are half time and few posts exist. 24 consultants - 1.5% of the consultant workforce -
hold Part-time contracts.
Head of Department / Clinical Director – This is a rotational position held by a member of the
Clinical Department for a defined period - usually one to five years.
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10.1 OTHER DEVELOPMENTS IN THE ACUTE HOSPITAL SYSTEM
The completion of this Report coincides with a number of other significant developments that must be
taken into account in agreeing the future working and staffing arrangements in acute hospitals.
A two-year priority Action Plan was agreed in November 1999 for the implementation of key
recommendations made by the Commission on Nursing. Significant progress has been made in 2000
and plans are in place for 2001. Work is about to be completed on a number of reviews affecting
professions allied to medicine. A review of the working hours of non-consultant hospital doctors has
taken place and the report of the National Joint Steering Group is expected in Spring 2001. These
developments must be taken into account and will influence the implementation of the Forum’s
recommendations.
10.2 IMPLEMENTATION OF THE REPORT
It is agreed that it is necessary to assess – in a representative number of hospitals - the effect that
these changes are likely to have on the improvement of services to public patients and to gauge the
workforce changes needed and the costs involved.
The assessment should be completed as quickly as possible and will be undertaken on a partnership
basis, with participation by relevant interests being facilitated - consistent with a realistic time scale.
Subsequent decisions, negotiations and implementation programmes will - as a result of this
assessment - be better informed. In order to justify the significant investment being proposed it will be
necessary to have demonstrated measurable benefits for patient care.
It is noted that this assessment is an independent process and is not intended to substitute for the
work of the Buckley review group, the review of the implications of the EU Directive on working hours
for NCHDs, or the ongoing regulation of consultant posts by Comhairle na nOspidéal.
10.3 ESTABLISHMENT OF A PROJECT GROUP
It is proposed that a suitably constituted project group should be established to plan and conduct the
proposed assessment. In its report, the Project Group will have particular regard to the likely benefits
to patients, continuity of care, work patterns / clinical responsibility, and professional development in a
system which is less dependent on doctors in training and more on the changed work practice of an
increased number of consultants.
The proposed terms of reference would be along the following lines:
 Based on the recommendations of the Medical Manpower Forum and a survey of, and consultation
with a representative number of hospitals, to assess the medical staffing implications and
associated costs for the improvement of services to public patients
 In the conduct of the assessment at these hospitals, to have regard to the implications for hospital
doctors of the implementation of the draft EU working time directive and
 To encourage and support innovative approaches to the future conduct of the work of these
hospitals.
10.4 RESOLUTION OF THE HOSPITAL STAFFING DEBATE
Policies initiated and agreed at the Forum will be limited in effecting change if the co-operative policy
and decision making environment created by the Forum is not replicated at local level. Responsibility
for patient care, medical training, resource and service issues must be shared between management
and medical staff if medical manpower policies are to be paralleled by action.
While aspects of these proposals require further elaboration, they present a coherent structure within
which current and future hospital medical staffing problems can be addressed. It is again important to
CONCLUSION10
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emphasise the commitment to, and opportunity for partnership that the Medical Manpower Forum has
presented. A constructive resolution of the many aspects of the medical manpower debate is within
reach, ensuring an improved career structure, better training, and optimal service to the patient. It is
vital to ensure that the Forum Report has the opportunity to shape, rather than surrender to, change.
To achieve that objective, partnership is not only desirable, it is the foundation for further action.
10.5 POTENTIAL OF CHANGE
In conclusion, there exists significant room for improvement in the current hospital medical work force
system. While the changes proposed have clear resource implications, better patient care, more
trained doctors, reduced numbers of partially trained doctors, and improved risk management will
result – benefiting both the patient and the medical profession.
January 2001
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APPENDIX A
POSSIBLE EVALUATION CRITERIA
FOR HOSPITAL MEDICAL STAFFING INITIATIVES
Source: “Proposed targets for manpower initiatives”
- Professor Gerard Bury, Medical Council, September 1999
RANGE OF CRITERIA FOR EVALUATION
Patient Care
1. The elimination of waiting lists for elective procedures and out-patient assessments
2. Consultant monitoring of all patient contacts and management plans
3. Equity of access for all patient groups
4. Achievable measures of patient satisfaction and complaints handling
5. Agreed targets for quality of care process measures including:
6. Prescribing quality
7. Appropriate casemix for skills maintenance
8. Complication rates
9. Communications with team members, hospital colleagues and primary care
Professional Criteria
1. All specialists must maintain Specialist Registration
2. Specialist care must be available at all times and in all grades and specialities relevant to the
hospital’s services
3. Specialist involvement in clinical and management teams
4. Each clinical team must demonstrate that it is evidence and audit led
Systems Issues
1. All clinical and management systems will adhere to agreed budgets
2. Activity levels will be consistent with the achievement of national policy goals for healthcare
3. The hospital sector will demonstrate its integration with the goals and structures and other
elements of the health care system.
Failure Criteria
1. Failure to achieve any of the key goals set out above
2. Significant deterioration in achieved targets within a defined timeframe
3. Evidence of workload or cost transfers as a method of achieving targets
4. Significant conflict within or between professional groups in addressing the goals of the initiatives
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APPENDIX B
ADMISSION AND CASEMIX DATA
FOR IRISH HOSPITALS 1997
A review of recent changes in hospital activity was undertaken as part of the Medical
Manpower Forum process. The purpose was to describe current hospital activity and to
identify changes in the admission patterns, age and disease groups in recent years.
Hospital Activity
There has been a sustained increase in hospital activity. This was primarily due to increased day case
and emergency admissions in all age groups. In the past 5 years, day case admissions have risen by
more than 50% with patients in the 50-64 year age group accounting for a large proportion of this
increase. Emergency admissions have risen by 70% with the biggest increases seen in the elderly
population. In contrast, there has been a reduction (4% decrease) in elective admissions in Irish
hospitals. Outpatient attendances have shown a more gradual increase from approximately 1.7 million
in 1990 to 1.9 million in 1996. The increased hospital activity has been matched by increases in
medical manpower (consultant and non-consultant hospital doctors) which rose by more than 15% in
the past 5 years. The increases in hospital activity outstrip the recent growth in Ireland’s population
which is of the order of 2%.
Disease Groups
Most hospital activity is clustered around a limited range of diagnoses. Overall, the top 20 diagnosis-
related groups (DRGs) account for 60% of all in-patient activity in hospitals. In Paediatrics, the top 10
diagnostic categories accounted for almost two thirds of in-patient admissions. In emergency
admissions, the spread of diagnostic categories is narrower. In children asthma, upper respiratory
tract infection, abdominal symptoms, head injury, viral infection and gastro-enteritis are the most
common causes of emergency admission. In young adults, general abdominal symptoms, respiratory
symptoms, asthma, head injury and appendicitis are common presenting conditions. In the elderly
population, chronic bronchitis, heart failure, aschemic heart disease, respiratory symptoms and stroke
are amongst the causes of admission to hospitals through the A&E Departments.
Clinical Practice
An analysis of the HIPE data was performed so as to analysis hospital profiles with respect to aspects
of clinical practice, including quality of patient care as measured by mortality. Selected tracer
indicators were selected on the basis that they could be viewed as global audit measures. While the
information by itself provides a measure of quality of care, it does not explain the variations in
outcomes that were observed.
In relation to day case utilisation, there was considerable variation across hospitals in relation to the
proportion of activity reflected as day cases and in selected procedures which were considered
appropriate to be performed as a day case procedure. In relation to patterns of clinical activity,
significant variations in clinical practice were observed. For example, the cholecystectomy operation
rate (age adjusted, denominator was all cases of gastro-intestinal disease in adults over 45 years)
varied by a factor of 3 in similar hospitals. Similar variations were observed in relation to prostatectomy
rates for prostatism and admission rates for stroke amongst the elderly. In relation to hospital mortality,
there were significant variations in relation to the overall mortality observed in hospital. This is
Source of Graphs: Comhairle na nOspidéal 1999
Source of Data and Commentary: Department of Health & Children 1999
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expected in view of the greater complexity/severity of the casemix of many of the teaching and larger
regional hospitals. On this basis, tracer indicators were selected on the basis that they were
representative of the general medical and surgical casemix of Irish hospitals. These included mortality
from common diseases and procedures such as chronic bronchitis, myocardial infarction,
mastectomy, fracture of the femur, hip and pelvis, and appendectomy and cholecystectomy and
diabetes. This analysis demonstrated that there was considerable variation with regard to the mortality
from these conditions in Irish hospitals.
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1997 Hospital Casemix All Ages:
Top 20 Categories
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1997 Hospital Casemix 0-14 Year Olds:
Top 10 Categories
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Death Rates by day 1997
Daily deviation from average death rate 1997
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APPENDIX C
HOSPITAL MEDICAL STAFFING STATISTICS AT THE
END 1998
IRELAND AND SCOTLAND1
INTRODUCTION
Over the course of the Forum’s work, a number of individuals and organisations recommended that the
Medical Manpower Forum consider a comparison of Scottish and Irish Hospital Medical Staffing levels.
The following tables compare Irish and Scottish medical and nursing staffing per capita.
Statistics are based on data available for the end of 1998 and relate to rounded whole-time
equivalents in the public sector, unless otherwise stated. It is important to note that much published
Scottish data includes dental grades in calculating consultant levels. These dental grades are not
included in the data on Scottish consultant workforce set out below.
Population Figures used:
 Census of Population 1996 - Central Statistics Office, Cork. Republic of Ireland population used :
3,626087
 Scottish Population Statistics June 1998 - General Register Office for Scotland. Scottish population
used: 5,122500
KEY POINTS
 The end of 1998 is the latest period at which comparisons can be made
 By the end of 1998, Scotland had 20% more hospital doctors per capita than Ireland
 By the end of 1998, an increase of approximately 438 consultants - no NCHD increase is
envisaged - would have raised Irish hospital consultant medical staffing to Scottish
proportions.
 Since the end of 1998, the number of hospital doctors in Ireland has risen by 635 (15%).
Consultant numbers have risen by 172, NCHD numbers by 463.
 Since the end of 1998, the number of Senior / Specialist Registrar posts in Ireland has
doubled.
 Ireland had 5% more nurses per capita than Scotland at the end of 1998
 At the end of 1998, Scotland had 17% more GP’s per capita than Ireland
PUBLIC HOSPITAL MEDICAL WORKFORCE IN IRELAND & SCOTLAND AT END
1998
 Scotland had approximately 32% more public Consultants per capita than Ireland.
 8% of Scottish hospital doctors occupied “Staff Grade” / “Associate Specialist” posts - these
grades do not exist in Ireland.
 Scotland had approximately 15% more NCHDs per capita than Ireland. However, when the Staff
and Associate Specialist grades are discounted, NCHDs per capita were almost identical.
 Scotland had higher proportions of doctors in Higher Specialist training than Ireland
 The contribution of private hospital doctors in Ireland must be taken into account when
comparisons are made between Irish and Scottish hospital medical workforces. At the end of 1998
there were approximately 170 specialists and 40 NCHDs working exclusively in private hospitals in
the Republic of Ireland.
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CONSULTANTS & NCHDS BY SPECIALTY AT END 1998
 The data illustrates staffing levels per capita for each grade in most of the major specialties in the
Irish and Scottish hospital medical staffing systems. It also compares Consultant / NCHD staffing
ratios for each specialty.
 Ireland had a Consultant to NCHD ratio of 1 : 2, compared to 1 : 1.7 for Scotland.
 At the end of 1998, with the exception of psychiatry, Ireland had lower staffing levels in each
specialty in public hospitals than Scotland.
 There were six A&E hospital doctors per 100,000 population in Scotland, compared to five per
100,000 in Ireland.
NURSES
 Over 20% of the nurses employed in the Scottish public hospital system are “state enrolled nurses”
as distinct from “state registered nurses”. This former category does not exist in the Irish nurse
training system.
GPs
 There was 1 General Practitioner per 1567 people in Ireland, 1 per 1332 people in Scotland.
DOCTORS IN PUBLIC HOSPITALS BY GRADE – END 1998
Grade Ireland Scotland Ireland Scotland
Per 100,000 Per 100,000
Intern / PR House Officers 367 664 10 13
Senior House Officers 1308 2081 36 41
Registrar 903 24 25 0.5
Senior / Specialist Registrar 199 1147 5 22
Staff Grade / A Specialist / Other 0 588 0 8
Consultant 1388 2581 38 50
TOTAL 4165 7085 115 138
Sources:
Consultant Manpower Statistics 1st January 1999 - Comhairle na nOspidéal
NCHD Staffing Complements 1st October 1998 – The Postgraduate Medical & Dental Board.
Scottish Health Statistics 30 September 1998 – Information & Statistics Division, NHS Scot.
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DOCTORS IN PUBLIC HOSPITALS BY SPECIALTY – END 1998       
    Ireland Scotland Ireland per 100,000 Scotland per 100,000 
Accident & Consultants 16 40 0.5 0.8 
Emergency NCHD Total 151 265 4.2 5.2 
 Consultant / NCHD Ratio 1 : 9.4 1 : 6.7     
Medicine Consultants 248 599 6.9 11.7 
 NCHD Total 804 1324 22.2 25.9 
 Consultant : NCHD Ratio 1 : 3.2 1 : 2.2     
Obstetrics & Consultants   86 140 2.4 2.7 
Gynaecology NCHD Total 156 347 4.3 6.8 
 Consultant : NCHD Ratio 1 : 1.8 1 : 2.5     
Pathology Consultants   116 275 3.2 5.4 
 NCHD Total 71 160 2 3.1 
 Consultant : NCHD Ratio 1 : 0.6 1 : 0.6     
Paediatrics Consultants   77 91 2.1 1.8 
 NCHD Total 183 283 5.1 5.5 
 Consultant : NCHD Ratio 1 : 2.4 1 : 3.1     
Psychiatry Consultants   217 306 6 6 
 NCHD Total 335 476 9.3 9.3 
 Consultant : NCHD Ratio 1 : 1.5 1 : 1.6     
Radiology Consultants   125 182 3.5 3.6 
 NCHD Total 44 78 1.2 1.5 
 Consultant : NCHD Ratio 1 : 0.4 1 : 2.3     
Surgery Consultants   285 555 7.9 10.8 
 NCHD Total 795 1167 22 22.8 
 Consultant : NCHD Ratio 1 : 2.8 1 : 2.1     
Anaesthesia Consultants   218 393 6 7.7 
 NCHD Total 238 404 6.6 7.9 
 Consultant : NCHD Ratio 1: 1.1 1 : 1     
TOTALS Consultants 1388 2581 38.3 50.4 
 NCHD Total 2777 4504 76.7 88 
 Hospital Doctors 4165 7085 115 138 
 Consultant : NCHD Ratio 1 : 2 1 : 1.7     
Sources:
Consultant Manpower Statistics 1st January 1999 - Comhairle na nOspidéal
NCHD Staffing Complements 1st October 1998 – The Postgraduate Medical & Dental Board.
Scottish Health Statistics 30 September 1998 – Information & Statistics Division, NHS Scot.
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NURSES – AT END OF 1998
Ireland Scotland Ireland Scotland
per 100,000 per 100,000
TOTAL 26,218 35,233 724 688
Source: Annual Personnel Census 1998 – The Department of Health & Children.
Scottish Health Statistics 30 September 1998 – Information & Statistics Division, NHS Scotland
Figures are for “Qualified Nurses” as defined in NHS Scotland Statistics. These include State
Registered Nurse and State Enrolled Nurse grades. Unqualified staff are not included
GPs – AT THE END OF 1998
Ireland Scotland Ireland Scotland
per 100,000 per 100,000
TOTAL 2,313 3,844 64 75
Source: Irish College of General Practitioners membership figures 1998
Scottish Health Statistics 30 September 1998 – Information & Statistics Division, NHS Scotland
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APPENDIX D
HOSPITAL MEDICAL STAFFING
1ST JANUARY 2001
WHOLE TIME EQUIVALENT CONSULTANT AND NCHD STAFFING OF IRISH HOSPITALS
HOSPITALS ARE DISPLAYED BY VOLUME OF APPROVED WTE CONSULTANT POSTS
SOURCE: COMHAIRLE NA nOSPIDÉAL JANUARY 2001
Postgraduate Medical and Dental Board, October 2000
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Hospitals by Volume Page 1 of 7 UCH Galway St James's Cork University Beaumont Mater St Vincent's Tallaght
Specialty Grade Posts                  WTE Posts                WTE Posts               WTE Posts               WTE Posts             WTE Posts              WTE Posts               WTE
Accident & Emergency Consultant 2                                       2 2                                      2 2                                 1.3 1                                     1 2                                     2 1                                   1 2                                            2
NCHDs 11 15 12 15 12 15 14
Specialist Registrar 1
Registrar 5 4 5 5 3 6 4
Senior House Officer 6 10 7 10 9 9 10
Consultant : NCHD Ratio 1 : 5.5 1 : 7.5 1 : 9.2 1 : 15 1 : 6 1 : 15 1 : 7
Medicine Consultant 20                                18.8 39                                 26.2 28                              20.2 38                                 22 39                                21.5 34                                 19.9 22                                      12.8
NCHDs 73 72 52.5 84.5 56 64 42
Specialist Registrar 7 14 8 18 9 13 8
Registrar 13 17 12 14 8 16 10
Senior House Officer 35 24 18.5 25.5 20 18 9
Intern 18 17 16 27 19 17 15
Consultant : NCHD Ratio 1 : 3.9 1 : 2.7 1 : 2.6 1 : 3.8 1 : 2.6 1 : 3.2 1 : 3.3
Obstetrics / Gynaecology Consultant 5                                       4 5                                        2 7                                    5 3                                 1.1 3                                   1.6 6                                     1.5 4                                        1.5
NCHDs 7 3.5 1 1 2 1 3
Specialist Registrar 1 0.5
Registrar 3 1 1 1 1
Senior House Officer 4 2 1 1 1 2
Consultant : NCHD Ratio 1 : 1.8 1 : 1.8 1 : 0.2 1 : 1 1 : 1.3 1 : 0.6 1 : 2
Pathology Consultant 13                                 11.7 29                                 16.6 10                               9.3 13                                9.1 12                                  8.6 18                                  9.8 7                                        6.3
NCHDs 7 23 9 7.5 8 9 6
Specialist Registrar 4
Registrar 4 8 6 4 3 8 4
Senior House Officer 3 11 3 3.5 5 1 2
Consultant : NCHD Ratio 1 : 0.9 1 : 1.4 1 : 0.9 1 : 0.8 1 : 0.9 1 : 0.9 1 : 0.9
Paediatrics Consultant 3                                       3 1                                     0.2 5                                 3.7 9                                  1.4 2                                   0.6 6                                          4.1
NCHDs 10 11 1 24
Specialist Registrar 1 1 3
Registrar 2 3 1 7
Senior House Officer 7 7 14
Consultant : NCHD Ratio 1 : 3.3 1 : 3 1 : 0.7 1 : 5.9
Psychiatry Consultant 6                                       6 8                                    6.4 5                                      5 9                                 2.9 12                                     4 7                                  2.6 13                                           3
NCHDs 11 6 9 4 7 6 1
Specialist Registrar 2 1 1 1
Registrar 2 3 2 4 3 5 1
Senior House Officer 7 3 6 3
Consultant : NCHD Ratio 1 : 1.8 1 : 0.9 1 : 2.2 1 : 1.4 1 : 1.75 1 : 2.3 1 : 0.3
Radiology Consultant 9                                      9 11                                   8.2 10                                 10 11                                 10 14                                   8.8 14                                 8.3 8                                         6.8
NCHDs 3 9 8 9 8 8 5
Specialist Registrar 8 8 9 8 8 5
Registrar 3 1
Senior House Officer
Consultant : NCHD Ratio 1 : 0.3 1 : 1.1 1 : 0.8 1 : 0.9 1 : 0.9 1 : 1 1 : 0.7
Surgery Consultant 21                                    21 31                                17.3 25                             21.1 35                              24.4 36                                 21.1 32                                 16.1 33                                         18
NCHDs 68 52.5 66 74 55 44 50
Specialist Registrar 6 11 9 11 11 6 12
Registrar 20 12.5 18 18 11 13 10
Senior House Officer 24 12 24 18 14 9 14
Intern 18 17 15 27 19 16 14
Consultant : NCHD Ratio 1 : 3.2 1 : 3 1 : 3.1 1 : 3 1 : 2.6 1 : 2.7 1 : 2.8
Anaesthesia Consultant 17                                   17 19                                15.3 15                              14.5 16                              14.3 19                                 13.3 21                                 12.8 17                                      15.2
NCHDs 16 18 24 21 19 18 17
Specialist Registrar 8 6 9 10 13 11 6
Registrar 5 7 5 2 7
Senior House Officer 8 7 6 6 6 5 4
Consultant : NCHD Ratio 1 : 0.9 1 : 1.2 1 : 1.7 1 : 1.5 1 : 1.4 1 : 1.4 1 : 1.1
TOTALS Consultant 96                               92.5 145                             90.5 107                              83.7 135                           86.1 140                            82.2 133                                72 112                                  69.7
NCHDs 207 199 192.5 217 167 165 162
Specialist Registrar 25 44.5 36 48 42 39 34
Registrar 52 51.5 53 51 29 51 44
Senior House Officer 94 69 72.5 64 58 42 55
Intern 36 34 31 54 38 33 29
Consultant : NCHD Ratio 1 : 2.2 1 : 2.2 1 : 2.3 1 : 2.5 1 : 2 1 : 2.3 1 : 2.3
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Hospitals by Volume Page 2 of 7 Limerick Waterford Sligo Letterkenny Cavan/Monaghan Drogheda Mercy Tralee
Specialty Grade Posts                  WTE Posts              WTE Posts               WTE Posts               WTE Posts                  WTE Posts               WTE Posts                WTE Posts             WTE
Accident & Emergency      1                                      1 1                                      1 1                                   1 1                                      1 1                                          0.7 2                                  0.4
NCHDs 13 10 8 5 2 4 6
Specialist Registrar
Registrar 7 4 2 2 2 1 1
Senior House Officer 6 6 6 3 3 5
Consultant : NCHD Ratio 1 : 13 1 : 10 1 : 8 1 : 5 1 : 5.7 1 : 15
Medicine Consultant 14                                 10.3 8                                  7.8 8                                 6.1 5                                     5 6                                      5.4 8                                          5.5 13                                5.8 4                                   3.2
NCHDs 43 30 18 19 17 15 17 12
Specialist Registrar 5 2 1 1 1 2
Registrar 8 8 6 4 5 5 5 3
Senior House Officer 20 17 8 10 11 4 6 4
Intern 10 3 3 4 6 6 3
Consultant : NCHD Ratio 1 : 4.2 1 : 3.8 1 : 3 1 : 3.8 1 : 3.1 1 : 2.7 1 : 2.9 1 : 3.8
Obstetrics / Gynaecology Consultant 6                                   5.5 3                                      3 3                                    3 3                                      3 3                                          3 4                                          2.8 1                                  0.5 2                                       2
NCHDs 3 8 6 8 7 7 5
Specialist Registrar
Registrar 4 3 4 1 3 2
Senior House Officer 3 4 3 4 6 4 3
Consultant : NCHD Ratio 1 : 0.5 1 : 2.6 1 : 2 1 : 2.6 1 : 3.3 1 : 2.5 1 2.5
Pathology Consultant 6                                        5 8                                    8 3                                   3 3                                     3 3                                      2.4 3                                          2.1 5                                  4.2 1                                       1
NCHDs 1 6 1
Specialist Registrar 1
Registrar 1 2
Senior House Officer 4
Consultant : NCHD Ratio 1 : 0.2 1 : 0.8 1 : 0.2
Paediatrics Consultant 5                                     5 3                                      3 3                                   3 3                                     3 3                                       2.6 3                                             3 1                                     1 2                                      2
NCHDs 16 7 7 7 5 10 8 4
Specialist Registrar 2 1
Registrar 6 3 1 2 1 4 4
Senior House Officer 8 4 5 5 4 6 4 4
Consultant : NCHD Ratio 1 : 3.2 1 : 2.3 1 : 2.3 1 : 2.3 1 : 1.9 1 : 3.3 1 : 8 1 : 2
Psychiatry Consultant 7                                    4.2 3                                   2.6 6                                    6 8                                      8 8                                         8 2                                    0 4                                      4
NCHDs 7 5 5 7 11
Specialist Registrar 2
Registrar 1 1 5
Senior House Officer 6 4 5 7 4
Consultant : NCHD Ratio 1 : 1.6 1 : 1.9 1 : 0.9 1 : 0.9 1 : 1.4
Radiology Consultant 7                                   4.7 5                                  4.3 4                                  4 4                                    4 3                                      3 6                                         3.5 4                                  3.3 3                                       3
NCHDs 3 2
Specialist Registrar 2
Registrar 3
Senior House Officer
Consultant : NCHD Ratio 1 : 0.7 1 : 0.6
Surgery Consultant 20                               17.1 18                               14.9 11                                10 5                                     5 5                                     5 10                                        5.8 6                                  5.1 5                                       5
NCHDs 36 38 29 20 14 18 15 20
Specialist Registrar 1 4 2
Registrar 11 11 11 6 4 7 4 5
Senior House Officer 14 20 14 10 10 5 5 13
Intern 10 3 2 4 6 6 2
Consultant : NCHD Ratio 1 : 2.1 1 : 2.6 1 : 2.9 1 : 4 1 : 2.8 1 : 3.1 1 : 2.9 1 : 4
Anaesthesia Consultant 13                                11.6 8                                     8 8                                    7 7                                      7 6                                       5.6 4                                     4 4                                       4
NCHDs 13 10 5 6 2 5 4.5 5
Specialist Registrar 3 3 1
Registrar 5 4 4 3 2 2 1.5 4
Senior House Officer 5 3 1 3 3 2 1
Consultant : NCHD Ratio 1 : 1.1 1 : 1.3 1 : 0.7 1 : 0.9 1 : 0.4 1 : 1.1 1 : 1.3
TOTALS Consultant 79                               64.3 57                            52.6  47                            43.1 39                                39 37                                    35 41                                    27.6 38                             24.2 25                              24.2
NCHDs 132 117 78 72 58 59 53.5 46
Specialist Registrar 11 9 4 1 3 4 2
Registrar 39 40 27 21 20 22 15.5 14
Senior House Officer 64 62 42 42 35 25 22 25
Intern 20 6 5 8 12 12 5
Consultant : NCHD Ratio 1 : 2 1 : 2.2 1 : 1.8 1 : 1.8 1 : 1.7 1 : 2.1 1 : 2.2 1 : 1.9
7
6
Hospitals by Volume Page 3 of 7 Blanchardstown Mullingar Mayo Wexford Tullamore Kilkenny Portiuncula
Specialty Grade Posts               WTE Posts               WTE Posts               WTE Posts                WTE Posts             WTE Posts              WTE Posts               WTE
Accident & Emergency Consultant 1                                  1 1                              1
NCHDs 11 2 8 1
Specialist Registrar
Registrar 4 2
Senior House Officer 7 2 6 1
Consultant : NCHD Ratio 1 : 11 1 : 8
Medicine Consultant 15                             7.2 4                          3.2 3                              3 3                                3 4                                 3.6 5                                   5 4                            3
NCHDs 30.5 18 12 14 12 18 9
Specialist Registrar 5 3 2 2 1 1
Registrar 5.5 1 1 2 4 5 1
Senior House Officer 14 12 6 8 6 9 4
Intern 6 2 3 2 2 3 3
Consultant : NCHD Ratio 1 : 4.2 1 : 5.6 1 : 4 1 : 4.6 1 : 3.3 1 : 3.6 1 : 3
Obstetrics / Gynaecology Consultant 2                               0.6 2                            2 2                              2 2                                 2 2                                    2 3                            3
NCHDs 0.5 6 5 6 7 6
Specialist Registrar
Registrar 2 2 2 2 3
Senior House Officer 0.5 4 3 4 5 3
Consultant : NCHD Ratio 1 : 0.8 1 : 3 1 : 2.5 1 : 2 1 : 3.5 1 : 2
Pathology Consultant 6                               2.7 2                          0.7 2                           1.4 3                                 1.6 1                            1
NCHDs 1
Specialist Registrar
Registrar 1
Senior House Officer
Consultant : NCHD Ratio 1 : 0.4
Paediatrics Consultant 2                            2 2                              2 2                                 2 2                                   2 2                            2
NCHDs 5 5 5 5 5
Specialist Registrar
Registrar 1 1 1 1 1
Senior House Officer 4 4 4 3 4
Consultant : NCHD Ratio 1 : 2.5 1 : 2.5 1 : 2.5 1 : 2.5 1 : 2.5
Psychiatry Consultant 3                                  3 6                             5 5                                             5 5                                          5 5                                                5
NCHDs 6 6 6 4
Specialist Registrar
Registrar 1 1 1
Senior House Officer 5 5 6 3
Consultant : NCHD Ratio 1 : 1.2 1 : 1.2 1 : 1.2 1 : 0.8
Radiology Consultant 3                               2.9 3                             3 3                             3 2                                 2 4                                 2.2 2                                   2 2                            2
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Surgery Consultant 8                               4.5 2                             2 3                              3 3                              2.7 10                               7.3 3                                   3 3                         2.4
NCHDs 20.5 7 9 10 26 12 9
Specialist Registrar 3 1 1 1
Registrar 5 3 2 3 11 4 2
Senior House Officer 6.5 3 3 6 13 4 4
Intern 6 1 3 1 1 3 3
Consultant : NCHD Ratio 1 : 4.5 1 : 3.5 1 : 3 1 : 3.7 1 : 3.6 1 : 4 1 : 3.8
Anaesthesia Consultant 4                               3.5 3                             3 4                              4 3                                 3 4                                    4 4                                    4 3                         2.2
NCHDs 5 4 5 4 6 4 4
Specialist Registrar 1
Registrar 2 4 2 4 6 4 4
Senior House Officer 3 2
Consultant : NCHD Ratio 1 : 1.4 1 : 1.3 1 : 1.3 1 : 1.3 1 : 1.5 1 : 1 1 : 1.8
TOTALS Consultant 42                            22.3 25                       20.9 25                        24.4 20                           18.7 25                              18.6 23                             23 18                      15.6
NCHDs 68.5 48 50 45 44 51 33
Specialist Registrar 8 3 4 2 1 2 1
Registrar 17.5 12 11 12 21 17 11
Senior House Officer 31 30 29 28 19 26 15
Intern 12 3 6 3 3 6 6
Consultant : NCHD Ratio 1 : 3.1 1 : 2.3 1 : 2 1 : 2.4 1 : 2.4 1 : 2.2 1 : 2.1
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Hospitals by Volume Page 4 of 7 Cashel/Clonmel Sth Inf / Victoria Navan Portlaoise Loughlinstown Dundalk St Michael's
Specialty Grade Posts               WTE Posts                  WTE Posts              WTE Posts               WTE Posts             WTE Posts                WTE Posts               WTE
Accident & Emergency Consultant 2                                 0.4
NCHDs 2 7 4 3 3 2
Specialist Registrar
Registrar 1 2 1
Senior House Officer 2 6 4 1 2 2
Consultant : NCHD Ratio
Medicine Consultant 3                              3 9                                 6.1 2                               1.7 3                          2.3 6                         3.1 3                              2.1 9                                 2.6
NCHDs 15 16 11 8 17 14 7
Specialist Registrar 2 2 1 1 1
Registrar 4 3 3 1 5 2 2
Senior House Officer 10 6 5 5 9 9 4
Intern 1 5 1 1 2 2 1
Consultant : NCHD Ratio 1 : 5 1 : 2.6 1 : 6.4 1 : 3.5 1 : 5.5 1 : 6.7 1 : 2.7
Obstetrics / Gynaecology Consultant 2                              2 2                                    1 1                               0.3 2                             2 3                         1.1 1                              0.9 2                                0.5
NCHDs 4 3 4 1 1
Specialist Registrar
Registrar 1 3 1 1
Senior House Officer 3 3 1
Consultant : NCHD Ratio 1 : 2 1 : 3 1 : 2 1 : 1.1 1 : 2
Pathology Consultant 2                              0 1                                 0.1 1                                 1 2                          0.7 1                         0.6 2                              0.6 2                                 0.8
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Paediatrics Consultant 2                              2 2                             2
NCHDs 4 5
Specialist Registrar
Registrar 1 1
Senior House Officer 3 4
Consultant : NCHD Ratio 1 : 2 1 : 2.5
Psychiatry Consultant 1                             1 3                                 3 4                                          4 1                              0.2
NCHDs 6 5
Specialist Registrar
Registrar 1 1
Senior House Officer 5 4
Consultant : NCHD Ratio 1 : 6
Radiology Consultant 2                              2 3                                 2.7 2                               1.4 2                          1.8 3                         2.1 2                              1.2 2                                 1.3
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Surgery Consultant 3                            3 6                                 4.3 8                               4.4 2                             2 7                            3 3                              1.8 9                                 3.1
NCHDs 6 15 13 7 11 7 6
Specialist Registrar 1
Registrar 3 4 6 2 4 2 1
Senior House Officer 2 6 5 4 5 4 4
Intern 1 5 1 1 2 1 1
Consultant : NCHD Ratio 1 : 2 1 : 3.4 1 : 3 1 : 3.5 1 : 3.7 1 : 3.9 1 : 1.9
Anaesthesia Consultant 5                             5 2                                    2 4                                2.7 3                                      3 4                         2.8 2                                 2 3                                 2.1
NCHDs 3 4 4 4 3 2 2
Specialist Registrar
Registrar 3 2 4 4 1 2 2
Senior House Officer 2 2
Consultant : NCHD Ratio 1 : 0.6 1 : 2 1 : 1.5 1 : 1.3 1 : 1.1 1 : 1 1 : 0.9
TOTALS Consultant 18                           18 25                              16.7 21                            14.5 20                          16.8 24                      12.7 14                             8.7 27                              10.4
NCHDs 40 44 32 36 34 24 18
Specialist Registrar 2 3 1 1 1
Registrar 13 10 13 14 11 7 6
Senior House Officer 25 22 14 19 18 13 10
Intern 2 10 2 2 4 3 2
Consultant : NCHD Ratio 1 : 2.2 1 : 2.6 1 : 2.2 1 : 2.1 1 : 2.7 1 : 2.8 1 : 1.7
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Hospitals by Volume Page 5 of 7 Roscommon Naas Nenagh Mallow St John's Bantry
Specialty Grade Posts               WTE Posts                  WTE Posts                  WTE Posts              WTE Posts               WTE Posts                WTE
Accident & Emergency Consultant
NCHDs 3 1 2.25
Specialist Registrar
Registrar
Senior House Officer 3 1 2.25
Consultant : NCHD Ratio
Medicine Consultant 3                           2 3                          2.3 4                         2.7 2                            2 3                           1.5 2                            2
NCHDs 8 14 7 7 5 7
Specialist Registrar 1 1 1
Registrar 1 5 1 2 1
Senior House Officer 5 7 6 4 2 4
Intern 1 1 2 1 2
Consultant : NCHD Ratio 1 : 4 1 : 6.1 1 : 2.6 1 : 3.5 1 : 3.3 1 : 3.5
Obstetrics / Gynaecology Consultant 1                           0.6
NCHDs 2
Specialist Registrar
Registrar
Senior House Officer 2
Consultant : NCHD Ratio 1 : 3.3
Pathology Consultant 3                              1
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Paediatrics Consultant
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Psychiatry Consultant 3                           3 5                            5 1                            1 2                           2
NCHDs 5 9 4
Specialist Registrar
Registrar 1 2
Senior House Officer 4 7 4
Consultant : NCHD Ratio 1 : 1.6 1 : 1.8 1 : 2
Radiology Consultant 1                           1 2                          1.5 2                            1 1                            1 1                             1
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Surgery Consultant 2                         1.6 6                          2.5 3                         1.5 2                            2 4                           1.5 1                             1
NCHDs 7 5 6 6 6 6
Specialist Registrar
Registrar 2 2 2 1 1 1
Senior House Officer 4 3 4 3 4 3
Intern 1 2 1 2
Consultant : NCHD Ratio 1 : 4.4 1 : 2 1 : 4 1 :3 1 : 4 1 : 6
Anaesthesia Consultant 3                         1.8 3                          1.8 2                            2 2                            2 5                           1.5 1                             1
NCHDs 1 3 1
Specialist Registrar
Registrar 1 3
Senior House Officer 1
Consultant : NCHD Ratio 1 : 0.6 1 : 7 1 : 0.5
TOTALS Consultant 12                       9.5 19                        13 12                        8.2 8                            7 16                       6.9 6                            6
NCHDs 21 34 15 13 15.25 17
Specialist Registrar 1 1 1
Registrar 4 12 3 1 3 2
Senior House Officer 9 20 12 7 10.25 7
Intern 2 1 4 2 8
Consultant : NCHD Ratio 1 : 2.2 1 : 2.6 1 : 1.8 1 : 1.8 1 : 2.2 1 : 2.8
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Accident & Emergency Consultant
NCHDs 3
Specialist Registrar
Registrar 3
Senior House Officer
Consultant : NCHD Ratio
Medicine Consultant 5                            1 10                        1.9 7                           2.9 3                         1.6 3                          1.2
NCHDs 1 17 6.3 7 2
Specialist Registrar 1 4 1 1
Registrar 1 10 0.33 1
Senior House Officer 6 2 5 1
Intern
Consultant : NCHD Ratio 1 : 1 1 : 8.9 1 : 2.2 1 : 3.5 1 : 1.7
Obstetrics / Gynaecology Consultant 1                          0.2
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Pathology Consultant 1                         0.5 4                         1.4
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Paediatrics Consultant 2                          0.3 1                         0.2
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Psychiatry Consultant
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Radiology Consultant 2                         0.6 2                          0.8 11                          6 1                         0.3
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Consultant : NCHD Ratio
Surgery Consultant 17                     10.4 19                        5.9 9                          1.1 4                         0.6
NCHDs 18 12
Specialist Registrar 3 5
Registrar 4 2
Senior House Officer 11 5
Intern
Consultant : NCHD Ratio 1 : 1.7 1 : 2
Anaesthesia Consultant 5                         3.5 8                          4.2 2                            1
NCHDs 4 4
Specialist Registrar
Registrar 4 4
Senior House Officer
Consultant : NCHD Ratio 1 : 1.1 1 : 0.9
TOTALS Consultant 25                     14.8 34                      11.9 39                      11.8 7                           2.9 9                         2.7 3                          1.2
NCHDs 25 17 17 6.3 7 2
Specialist Registrar 3 5 1 4 1 1
Registrar 11 7 10 0.3 1
Senior House Officer 11 5 6 2 5 1
Intern
Consultant : NCHD Ratio 1 : 1.7 1 : 1.4 1 : 2.3 1 : 2.2 1 : 2.6 1 : 1.7
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Accident & Emergency Consultant 1                           1 1                            1
NCHDs 4 9
Specialist Registrar 1
Registrar 2 1
Senior House Officer 2 7
Cons ultant : NCHD Ratio 1 : 4 1 : 9
Medicine Consultant 5                        2.6 2                          0.8 5                        0.5 7                           0.7 5                       0.6
NCHDs 4 4
Specialist Registrar 1
Registrar 4 3
Senior House Officer
Intern
Cons ultant : NCHD Ratio 1 : 1.5 1 : 5
Obstetrics / Gynaecology Consultant 15                     10.1 11                         7.8 12                      8.4
NCHDs 12 16 12
Specialist Registrar 2 2 2
Registrar 4 8 3
Senior House Officer 6 6 7
Cons ultant : NCHD Ratio 1 : 1.2 1 : 2 1 : 1.4
Pathology Consultant 6                        3.9 3                         1.6 3                        1.3 4                           2.2 4                        1.9
NCHDs 2 1 1 1
Specialist Registrar
Registrar 2 1 1 1
Senior House Officer
Cons ultant : NCHD Ratio 1 : 0.5 1 : 0.6 1 : 0.8 1 : 0.5
Paediatrics Consultant 25                    12.6 22                         9.1 3                        2.3 4                           2.3 4                       2.4
NCHDs 27 16 11 11 10
Specialist Registrar 8 2 1 2 4
Registrar 7 3 5 4 2
Senior House Officer 12 11 5 5 4
Cons ultant : NCHD Ratio 1 : 2.1 1 : 1.8 1 : 4.8 1 :4.8 1 : 4.2
Psychiatry Consultant 6                        1.9 4                          1.6 1                           0.4 1                        0.4
NCHDs
Specialist Registrar
Registrar
Senior House Officer
Cons ultant : NCHD Ratio
Radiology Consultant 5                        3.6 3                         2.4 2                        0.7 2                           0.6 3                       0.5
NCHDs 1
Specialist Registrar 1
Registrar
Senior House Officer
Cons ultant : NCHD Ratio 1 : 0.3
Surgery Consultant 19                               9.1 16                         6.1 1                        0.1 1                           0.1 1                        0.1
NCHDs 23 14
Specialist Registrar 3 3
Registrar 9 5
Senior House Officer 11 6
Intern
Cons ultant : NCHD Ratio 1 : 2.5 1 : 2.3
Anaesthesia Consultant 8                               6.3 6                          4.1 5                        3.2 4                           2.2 4                         2  
NCHDs 10 4 5 5 4.5
Specialist Registrar 7 4 1 1 1
Registrar 3 4 0.5
Senior House Officer 4 3
Cons ultant : NCHD Ratio 1 : 1.6 1 : 1 1 : 1.6 1 : 2.3 1 : 2.3
TOTALS Consultant 75                       41 57                      26.6 34                     18.1 33                       16.2 34                     16.1
NCHDs 71 48 29 33 26.5
Specialist Registrar 19 11 4 5 7
Registrar 27 13 10 17 5.5
Senior House Officer 25 24 15 11 14
Intern
Consultant : NCHD Ratio 1 : 1.7 1 : 1.8 1 : 1.6 1 : 2 1 : 1.6
